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AMERICAN PHYSICAL THERA? Y ASSOCIATION | 


Complete Line 


FOR PHYSICAL MEDICINE AND REHABILITATION 


Write today for your Free copy of 
THE ILLUSTRATED PRESTON CATALOG 1058 


Describes the leading and most complete line of Equipment for 
Rehabilitation Exercise. Hydrotherapy and Electrotherapy. Also: 
Diagnostic Apparatus, Traction Devices. Cerebral-Palsy Furniture, 
Wheelchairs, Walkers, Lifters, Crutches and Self-Help Devices. 


The Catalog is now enlarged by Supplement B—just off the press ...a 
compilation of 127 important new and recent additions to the Preston 
Line. You will find many of these items of direct value to you. 


For your free copy simply drop us a note. 


NEW PRESTON “HYDROCOVER” 


With the Preston Hydrocovers, steam pack applications are so much 
easier to administer than with ordinary towelling. No wonder more 
and more Departments are using them to save time, money and effort. 
Application is so simple that training and supervision of personnel 
in steam pack treatments no longer presents any problems. Hydro- 
cover features 6 layers of heavy 9 oz. terry cloth — fitted with stain- 
less steel snap-fastener closures to guarantee you quick, easy use over 
a long period of time. 


SAVE TIME, MONEY and EFFORT. Order a supply today. Catalog 


Number is: 


PC 4034 — Preston Hydrocover for Hydrocollator packs. Made 
of 6 layers of 9 oz. terry cloth, with stainless steel snap-fasteners. 
Size open 25” x 17” 


Each $2.90 —6 each $2.60 — 12 each $2.30 — 36 each $2.10 


AMBUL-AID TRAINING WALKER 


A stable, dependable walker for the many difficult cases where 
conventional walkers fail to provide proper support. Its exclusive 
patented design makes AMBUL-AID 
THE ONE WALKER FOR ALL YOUR PATIENTS 

Stability, Positive Support, Safety & Versatility are the main features 
of AMBUL-AID — features you've always wanted in a walker. It 
overcomes many of the limitations of other walking aids — and brings 
you a single, dependable all-purpose walker for the severely disabled 
which is equally useful for your less involved patients. 

Among the many exclusive features are an extra broad base, wide 
enough for a wheelchair to go inside; unique axillary crutch attach- 
ments with extra large under-arm supports; swivel casters with 
step-on brakes and parallel locks. Please order by Catalog Numbers: 
PC 2340 Ambul-Aid, Adult Size — accommodates patients from 
4’ 6” to Complete $189.50 
PC 2340C Ambul-Aid, Child Size, Complete $183.50 


Literature upon request. 


J. A. PRESTON CORP. 


Fifth Avenue, New York 10, New York 
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THE N-K EXERCISE UNIT 


Developed for the most effective administration of progressive 
resistance exercise to the knee joint muscle groups. The convenient, 
time-saving application and the variable-resistance patterns which are 
found only in the patented N-K Unit make it a must in all Physical 
Therapy Departments. 


Accurate control of the amount of resistance is achieved through the 
use of calibrated weights which can be easily moved along the resist- 
ance arm to provide a conventional 44, % and maximum resistance 
sequence without adding weights. In time economy. comfort and 
effectiveness, “N-K leads the way.” Order by Catalog Numbers: 


PC 2251A N-K Exercise Unit, Standard Model 100B with up- 
holstered chrome plated table $179.50 


PC 2251F Folding Model 200B with folding table for wall attach 
ment $179.50 


FOLDING GYM MATS 


May be folded in half for storage or left on the floor and pushed 
to the wall, thus saving valuable floor space. Also ideal for home 
use and house calls—light weight and easy to carry. DeLuxe Foam 
filler (Polyurethene Foam) covered with heavy duty nylon supported 
plastic. Flat tep and bottom. The folds are standard along the length 
of the mat. If fold is wanted along the width of mat. it must be so 
specified in order. Prices include handles. Please order by Catalog 


Number: 
Thickness: 
3” 
PC 2207A Folding Gym Mat 4 x 6’ $38.40 $52.80 $64.80 
PC 2207B Same 4’x7’ 44.80 61.60 75.60 
PC 2207C Same 4x10 64.00 88.00 108.00 
PC 2207—Same Made to specified size 
per Sq. Ft. 1.40 2.20 2.70 


Note: Any type mat listed in the Preston Catalog can be made with 
the folding feature at no extra cost. 


FOLDING PARALLEL BARS 
Adjustable in Height and Width 


Bars are 7’ long; they fold to 10’ along wall with 17” width. All 
metal parts chrome plated; cross ties of hardwood, painted neutral 
grey. Recommended for small departments where space is very lim- 
ited and for home use. Order by Catalog Numbers: 
PC 2422 Folding Parallel Bars— 7’ long, 14%” dia. handrails 
adjustable in height from 22” to 37”: in width from 11” to 26” 
$ 99.50 
PC 2422A Same with Abduction Board $114.50 
PC 2422C Folding Children’s Bars — Same as PC 2422 except rails 
are 14," dia. and adjustable in height from 18” to 33” $ 99.50 
PC 2422CA Children’s Bars with Abduction Board $114.50 
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not previously possible. 


LaBERNE EXERCISE 
AND SHOULDER WHEELS 


The LaBerne Portable Exercise and Shoulder Wheel was designed for 
over-bed or wheel chair use as well as Physical Therapy department. 
Mounted on a “telescopic” tube with height adjustment with steel base 
and lock casters. The wheel itself is mounted with swivel joint adjust- 
able to seven positions from vertical to horizontal, offering many exercises 
The counter-balanced wheel is 24” with an 
adjustable handle making available up to 
a 48” arc, and is mounted on roller bear- 
ings with sensitive resistance adjustment. 
Calibrated in pounds pressure from 0-80 


HM-801 
FULL BODY 
IMMERSION TANK 


“Figure 8" design per- 
mits all ports of the 
body to be reached 
from either side with 
out entering tank. Twin 
Electric Turbine Ejec- 
tors provide double 
action hyd 


PB-110 

PARAFFIN BATH 

(for hand, wrist, 

elbow or foot) 
Stainless steel, ther- 
mostatically controlled 
electric heating unit, 
dial thermometer. Re- 


Overhead hoist facili- 
tates handling of non- 
ambulatory patients. 


MA-105 
MOISTAIRE HEAT 
THERAPY UNIT 


Delivers temperature- 
controlled moist heat 
safely and effectively 
Complete with stain- 
less steel treatment 
hood, table, latex 
foam table pad, nylon 
moistureproof curtains 
and 4-quart filling can. 


pounds. 


Model 3300 P $145.00 


Write for catalog. 
Prices FOB Columbia, S. C. 
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A DISTINGUISHED NAME IN HYDRO- 
AND PHYSICAL THERAPY EQUIPMENT 


$B-100 
HUDGINS MOBILE 
SITZ BATH 


For postoperative rec- 
tal or postpartum care 
of the perineal area. 
Sturdy stainless steel 
and aluminum con- 
struction. Optional 
maintenance electric 
heoter. 


ELECTRIC CORPORATION 
Reach Road, Williamsport, Pa. 


The LaBerne adjustable height Wall Model Shoulder wheel is a counter-balanced 
48” wheel mounted on roller bearings and a “telescopic” tube. It is adjustable 
to any desired height and has an adjustable handle offering any desired arc from 


F 12” to 48” with a sensitive resistance adjustment. j4o4ge) 4410 W $79.50 
ot — Same as above except 18” height adjustment, wall bracket mounting. 
Model 5100 SW $59.50 


- La Berne MANUFACTURING COMPANY 


PO Box 5245 Columbia, S. C. Phone SU 7-6162 
Originators of the “WALK-OFF” Physical Therapy Table 
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ANOTHER 


amazing FIRST 
from MEDCO 


TEMPERATURE RANGE 
From 30°F. to 130°F. with 
REVOLUTIONARY NEW... 


PACK 


SINGLY OR ALTERNATELY 


KOL-THERM will do the rest... 


WHAT IS KOL-THERM? 


KOL-THERM is an entirely NEW 
approach to the application of one of 
medicine's oldest therapies. It produces COLD 
or HOT packs, or alternate CONTRAST, aa 
within a temperature range of 30° F. to 130° F. co EL D 
The introduction of the KOL-THERM eliminates 
the inconvenience of older, more cumbersome 
methods of cold or hot pack applications. 


HOW IS THE KOL-THERM USED? 


When moist COLD pack or moist HOT pack is 


desired, a wet towel is placed between applicator 
MEDCO ELECTRONICS DEPT. PTR—-3 


surface and treatment area. Simply dial the 
desired temperature. The KOL-THERM COMPANY, INC. | 3338 
Division Medco Products Co., Inc TULSA, OKLAHOMA 


3601 E. ADMIRAL PL. 


will maintain desired temperature 
(+ or — 3° F. applicator surface ) ] | would like an office demonstration of the Medco KOL-THERM 
for any given pre-determined period. 


Please send me your i\lustrated literature 


NAME 


Write for illustrated literature or 
office demonstration today, 
AD 
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Whitehall Whirlpool 
Arm Bath 


Whitehall Hydrotherapy Equipment installed at 
Easter Seal Rehabilitation Center in Evansville, Ind, 


Whitehall Hydromassage 
Underwater Therapy Unit 


For Evansville* installed Whitehall 


As national distributor of Whitehall’s com- anteed for trouble-free service. Dollar for 
plete line, Rehabilitation Products offers dollar, feature for feature, Whitehall by 
the physician and therapist the finest qual- R/P remains unexcelled. Here are some 
ity, seamless, stainless steel units guar- examples: 


Whitehall Hydromassage Underwater Therapy Unit 


A complete, versatile Hubbard unit for full body im- No. 4670— Whitehall Hydromassage Underwater 
Has for Therapy Unit. . .$3430.00 
therapy—permits full extension of arms and legs. i 

Features twin, single-motor, turbine agitators for No. ee Overhead Electric Hoist. 

controlled aerated hydromassage—to a maximum Assembly. ene - 475.00 
of 60 gals. per min. Movable turbines may be raised No. 4670B— Thermostatic ‘Water r Mixing 

or lowered and moved about the tank. Valve Assembly. . = eee . 385.00 


Whitehall Whirlpool Arm Bath 


A reliable, pedestal-mounted whirlpool equipped raising and lowering turbine and 2/4" dial thermom- 
with a % H.P. Jet Pump Motor powered turbine eter assembly. 

with adjustable pressure control. Has combination 

2” drain and overflow assembly, No. 4686—Whitehall Whirlpool Arm Bath $490.00 


“Another installation achievement by R/P Counseling Service—a service which in- 
cludes on-the-spot planning counsel, submission of layouts and roughing-in drawings 
without additional charge. 


Rehabilitation Products 


A Division of American Hospital Supply Corporation, 2020 Ridge Ave., Evanston, lilinois, 


ATLANTA e COLUMBUS ° KANSAS CITY 
Chamblee, Go. , Columbus 6, Ohio Dallas 35. Texas N. Kensos City 16, Mo, 


LOS ANGELES * MINNEAPOLIS * NEW YORK * SAN FRANCISCO * WASHINGTON 
Burbank, Colif. Minneapolis 12, Minn. ‘Flushing 58,N.Y. South Son Francisco, Calif, Weshington 18, D.C. 
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Custom Made 


CEREBRAL PALSY 


CONTROL BRACES 


BY THE 


C 0 DENISON 
ORTHOPAEDIC APPLIANCE CORP. 
(Ortho. Appl. Atlas—Pages 521-535) 


To Obtain 
DENISON’S C. P. BRACES 
Ask Your Local Orthopaedic 
Appliance Representative 


{n areas where Representatives 
are not available, please 
contact us direct 


TRAINING AIDS CATALOGUE 
available on request. 


220 West 28th Street 
Baltimore 11, Maryland 


Georgia Warm Springs Foundation 


GRADUATE COURSE 


Physical Therapy and Occupational Therapy 
This course is open to graduates of approved schools 
of physical and occupational therapy. Such graduates 
must be members of the American Physical Therapy 
Association and/or American Registry of Physical 
Therapists, or American Occupational Therapy Asso 
ciation. 

ENTRANCE DATES: First Monday in January, April 
and October. 

COURSE I—Emphasis on care of convalescent 
neuro-muscular disease with intensive training in 
ie testing, muscle reeduca- 
tion and use of suppertive and assistive apparatus. 
This course is complete in itself. 

COURSE Il—Three months duration with Course I 
prerequisite. Emphasis on care of severe chronic 
physical handicap with ive training in re- 

ti of functi l activity and use of adaptive 
apparatus. 

IN-SERVICE TRAINING PROGRAM—Fiteen months 
duration at salary of $225 per month plus full main- 
tenance, increasing to $250 per month at the com- 
pletion of nine months. This program includes train- 
ing in Course I and II. 

TUITION: None. Maintenance is $108 per month. For 
scholarship to cover transportation and maintenance 
for Courses I and II, the Nati 1 F 
301 East 42nd Street, New York 17, New York. 
(Scholarships require two years of experience.) 


For further information contact: 


Robert L. Bennett, M.D., Medical Director 
Georgia Warm Springs Foundation 
Warm Springs. Georgia 


Facts About the 
PHYSICAL THERAPY REVIEW 


Did you know that in 1958 


204 articles were abstracted from 
current medical publications? 


348 positions were advertised in 
the classified section? 


that Subscription Rates for the 


Review are 


$7.00 in the United States 
8.00 foreign countries (including Canada) 


that rates for Classified Advertising are 
$3.00 for the first line 
1.00 for each additional line 


American Physical Therapy 
Association 


1790 Broadway, New York 19, N. Y. 
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NEW CAMP 
PREFABRICATED BRACES 


TAYLOR BRACE REGULAR KNIGHT 


BUTTERFLY KNIGHT 


SPINAL BRACE SPINAL BRACE 


New, easily shaped, lightweight aluminum 
braces ... a Taylor and two types of 
Knight Spinal ...a Butterfly and a 
straight pelvic band model. . . offer 
effective and limiting movement in the 
region of the lower lumbar spine. The 
inside padding is a blanket material cov- 
ered with soft horsehide. The outside has 
a protective durable elk leather sheathing. 
Pelvic bands are enclosed. Uprights, side 
bars and rib band are partially exposed 


S. H. CAMP and CO. 
Jackson, Michigan 


for shaping except Butterfly type rib band. 
Pelvic, rib band and shoulder straps are 
sewn and riveted to braces. Detachable 
straps attach to back uprights with fer- 
ruled links, with slide buckles for attach- 
ing to apron fronts. Front pads of satin 
covered foam rubber have outside white 
coutil covering with devices for holding 
truss hooks, hose supporters and/or per- 
ineal straps. All three types are available 
in small, medium and large sizes. 


S.H. CAMP and CO., of Canada, Ltd 
Trenton, Ontario 
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No. 72 ARM MACHINE * 


ALL TYPES OF 
PULLEY WEIGHTS 


THERAPY EQUIPMENT 


in Canada: 20 Kilbarry Crescent, Ottawa, Ont. 


% ALL TYPES OF 
PARALLEL BARS 


FRED MEDART PRODUCTS, INC. 
3576 DeKalb Street © St. Lovis 18, Missouri 


Reprints Available 


A limited number of the following items are 
available from the National Office on request. 


Reprints from the Review 


Home Care Instructions — Olmsted — February 


1955 (15¢) 


Active Games for Physically Handicapped Chil- 
dren—Gump and Yuen-Hung Mei—April 1954 
(10¢) 


Physiology of the Heart and Circulation and Its 
Clinical Application in Physical Medicine—a 
bound edition of papers by nine authors with 
an introduction by Harry D. Bouman, M.D.. 
Coordinator. Presented at the APTA Annual 
Conference in June 1950. (50¢) 


Physical Therapy in a Small Hospital—Stamm— 
April 1955 (15¢) 


— abstracted by Signe Brunnstrom 
from “Body Posture” by Magnus and “Head 
Posture and Muscle Tone,” clinical observa- 
tions, by A. Simons—June-August 1953. (50¢) 
In quantities of 10 or more— (25¢) 


Manual Muscle Testing, Developing and Current 


“Haltung” 


Use—Williams—reprinted from the Second 
Congress proceedings WCPT 1956 (10¢) 
Ultrasound Therapy—Miller and Weaver (15¢) 


Special Issue—Cerebral Palsy 


Additional copies of the November 1958 issue 
are available from the American Physical Ther- 
apy Association, 1790 Broadway, New York 19, 
New York. Single copies, 75¢ each; 10 to 50 
copies, 50¢ each; 50 or more copies, 35¢ each. 


Also Available 


1957 APTA-OVR Institute Papers—Correlation 


of Physics and Physiology with Electrothera- 
peutic and Testing Procedures, Electromy- 
ography, Diathermy and Ultrasound—For Ff- 
fective Teaching ($3.50) 


All requests should be addressed to: 


American Physical Therapy Association 
1790 Broadway, New York 19 


Physical Therapy Review 
New Subscription Rates 


Nonmember subscriptions 
| Foreign subscriptions (Including Canada) 
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SURE, 
SAFE, EFFECTIVE 


FOR EVERY APPLICATION 
WHERE THERMAL THERAPY 
IS INDICATED... 


This unit is unsurpassed in effective 
long-path treatments, as well as for lo- 
calized and diffused treatment applica- 
tions. Whether the condition of the pa- 
tient requires mild, moderate or greatest 
tolerable heat, an L-F Short-Wave Dia- 
thermy provides all the flexibility and 
power necessary. 

Exclusive L-F Air-Spaced Plates are 
positioned effortlessly . . . and they stay 
in the proper position. The L-F Unit 
also operates a hinged treatment drum 
or utility applicator. 

Consider the L-F Short-Wave Dia- 
thermy .. . its safety, convenience and 
efficiency make it extremely valuable 
in treating patients with the best in 
tried and proved therapy. 

Send coupon below for complete de- 


Unit shown with &F 
Air- Spaced Pilates. Aliso 
operates hinged treatment 


Li 
ee edical Division, Dept. 7558 


DIVISION OF 


= 


Ritter Company, Inc. 
Rochester 3, New York 


Ritter 


ROCHESTER, NEW) YORK 


Please send without obligation your latest 6- 
page brochure describing L-F Short-Wave Dia- 
thermy Units. 


Name 
Ad 
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WHITE 
hydrotherapy 


EQUIPMENT 


@ For the Modern Physical Therapy Department make Whitehall your 
choice...the latest advancements in hydrotherapy with simplified 
design for improved operation and lower costs. 

Send for descriptive literature | The WHITEHALL ELECTRO MEDICAL CO., Inc. 

19 Wall Street * Passaic, New Jersey 
e ARM/LEG/HIP WHIRLPOOL *FULL BODY IMMERSION TANK fJe THERAPEUTIC POOL 


MODEL ‘MODEL 
50-45A 


* for effective, well-tolerated, therapeutic 
stimulation of muscles and nerves, 
normally innervated and denervated . . . 


PORTABLE 


low volt 


GENERATOR 


incorporating the variable frequency features 

and continuously adjustable surge rate feature 

found only in larger Teco generators. Calibrated 

controls and large meter provide optimum pro- 

fessional results since records of currents may be 

kept, results may be duplicated, and graded 

increases in therapy can be given. Select either J 

AC output for most muscle stimulating uses or 

DC (galvanic) for muscle testing medical gal- . TECA MODEL 
vanism and ion transfer therapy, and stimulating 

denervated muscle SP2 


+on No. 303 stand 


TEC —_ Write for SP2 literature and 
7 “Notes on Low Volt Therapy” 


CORPORATION 


STREET + WHITE PLAINS, NEW YORK 


~~ 
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NO. 25 IN A SERIES 


MISS PHOEBE 


“You may be an All-American, Nagurski, but you 
can’t out-maneuver an Everest & Jennings chair!” 


That “tackle anything” spirit comes nat- 

urally to patients in Everest & Jennings 

chairs. So simple to fold, so easy to carry 
in the car, so wonderfully maneuverable, these 
chairs almost say, “Go ahead—you can do it!” 
Made in sizes for all ages, models for all 
needs. You can recommend Everest & 

Jennings chairs with confidence. 


There’s a helpful authorized dealer near you 
The *'Tiny Tot,”’ one of several 


EVEREST & JENNINGS, inc. 10s ancetes 25 
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State Board Examinations—1959 


Alaska**: Apply to Territorial Board of Medical 
Examiners, 188 South Franklin. Juneau. 

Arizona*: Apply to June D. Walker, Sec., 
37th Place, Phoenix. 

Arkansas*: Apply to Joe Verser, M.D., Sec., Board 
of Physical Therapy Examiners. Harrisburg. 

California**: Apply to State Board of Medical Ex- 
aminers. 1020 N St.. Room 530, Sacramento 14. 
Examinations held in Los Angeles and San Fran- 
cisco. Speciry Recistration Form 

Connecticut* +: Apply to Sarah C. Johnson, Sec., Board 
of Examiners for Physical Therapists, 436 Capitol 
Ave., Hartford. Examinations held in Hartford. 
Next examination mid October. 

Delaware** Apply to State Examining Board of 
Physical Therapists. Dover. 

Florida*t: Apply to Homer L. Pearson, M.D., Sec., 
State Board of Medical Examiners, 901 N.W. 17th 
St., Miami 36. 

Georgia*: Apply to C. L. Clifton, Joint Sec., State 
Examining Boards. 224 State Capitol, Atlanta. 
Hawaii*+: Apply to Department of Health, Territory 

of Hawaii. Honolulu. 

Illinois+: Annual examination, third Friday of Octo- 
ber. File applications 15 days in advance. Apply to 
Judge Vera M. Binks, Director, Department of Reg- 
istration and Education, Capito] Building. Spring- 
field. Examinations held at 160 No. La Salle St.. 
Chicago. 

Indiana: Annual examination. Mid-June. File appli- 
cations by May 15. Apply to Ruth V. Kirk, Exec. 
Sec., State Board pf Medical Registration and 
Examination. 538 K. of P. Building, Indianapolis 4. 
Examinations held at Indiana University Medical 
School. 1100 W. Michigan. Indianapolis. 

Kentucky*: Semiannual examinations, April and Octo- 
ber. File application by March 1 or September 1. 
Applv to Agnes Shehan, Sec., State Board of Phvs- 
ical Therapy, Kentucky Crippled Children Associa- 
tion, 982 Eastern Parkway, Louisville 17. Examina- 
tions held in Frankfort. 

Maine: Thrice yearly examinations. March 10, July 
14, November 10. File application 10 days in ad- 
vance. Apply to Adam P. Leighton, M.D., 
Medical Examining Board, 142 High St., Portland. 
March and November examinations held at Portland 
City Hall, Portland: July examination held at State 
House. Representative Chambers, Augusta. 

Maryland*: Apply to State Board of Physical Ther- 
apy Examiners, 2411 No. Charles St.. Baltimore 18. 

Massachusetts?: Semiannual examinations, April 14 
and October 13. File application by March 31 or 
September 29. Apply to Board of Registration in 
Medicine. State House, Boston 33. Examinations 
held at State House, Boston. 

Minnesota * Apply to State Board of Medical Exam- 
iners. 230 lowry Medical Arts Building. St. Paul 2. 

Nebraska*: Apply to Husted K. Watson, Dir., Bureau 
of Resudaline Boards, Room 1009. State Capitol 
Building. Lincoln. 

Nevada*?+: Semiannual examinations. Apply to Mar- 
garet Heidrick. 506 Humboldt St., Reno. Examina 
tions held in Reno or Las Vegas. 

New Hampshire*+: Apply to Edward W. Colbe 
M.D.. Sec., Board of Registration in Medicine. 61 


* Information regarding examination dates and/or place 
of examination will be provided upon receipt of applica- 


1838 N. 


Examination 


on 
t Examination provided by Professional 
Service. American Public Health Association, 1790 Broad- 


way. New York 19. New York. 


So. Spring St. Concord. Examinations held at 

State Health Building, 61 So. Spring St., Concord. 
New Mexico*: Apply to —— Physical Thera- 

pists Licensing Board, Box 2206, Santa Fe. 

New York: Semiannual examinations; June 23-24. 
December 8-9. File applications at least 30 days in 
advance. Graduates of registered curriculum apply 
to John W. Paige. Chief, Bureau of Professional 
Examinations and Registrations. 23 South Pear! St., 
Albany 7; graduates of nonregistered curriculum 
apply to Robert C. Killough, Jr., Assistant Com- 
missioner for Prefessional Education, 23 So. Pear! 
St., Albany 7. Examinations are held in Syracuse 
and New York City. 

North Carolina*t: Next Examination November 24. 
Apply to Edith M. Vail, Sec., Dept. of Physical Ther- 
apy, N. C. Baptist Hospital, Winston-Salem. Ex- 
aminations held at University Testing Center, School 
education, University of North Carolina, Chapel 

i 

Ohiot: Next examination will be held October, 1959. 
Apply to: Herbert M. Platter, M.D., Exec. Sec., 
Ohio State Board of Medical Examiners, 21 W. 
Broad St., Columbus. 

Oklahoma’: Apply to Lucy Haidek, Exec. Sec., Board 
of Medical Examiners, Braniff Building, Oklahoma 
City. Examinations held at Board of Medical Ex- 
aminers. Braniff Building, Oklahoma City. 

Oregon: Apply to Oregon State Board of Health, 1400 
S. W. Sth Ave., State Office Bldg., Rm. 866, Port- 
land 7. 

Pennsylvaniat: Semiannual examinations, January 
and July. File application December 15 or June 1. 
Apply to Marguerite Glass Steiner, Sec., State Board 
of Medical Education and Licensure, Box 911, 
Harrisburg. January examination held in Philadel- 
phia: July examinations held in Philadelphia and 
Pittsburgh. 

South Carolina*t: Apply to Ruth S. Linley, Sec. 
State Board of Physical Therapy Examiners, 319 
Walker St., Columbia. 

South Dakota*t: Apply to John C. Foster, Exec. 
Sec., State Board of Medical and Osteopathic Ex- 
aminers, 300 First National Bank Building, Sioux 
Falls. 

Tennesseet: Annual examination, second Monday in 
June. File application one month in advance. Apply 
to State Board of Medical Examiners, 1635 Ex- 
change Building, Memphis. Examinations held in 
Nashville. 

Vermont *+: Next examination will be held Oct. 24, 
1959. Apply to Sophie Myers, Sec., Board of Physi- 
cal Therapy Registration, Degoesbriand Memorial 
Hospital, Burlington. 

Virginia: Semiannual examinations, February and 
September. Apply to State Board of Medical Exam- 
iners, 631 First St., S.W., Roanoke. Examinations 
held at Medical College of Virginia. Richmond. 

Washingtont: Annual examination, May. File appli- 
cations by April 1. Apply to Professional Division, 
Department of Licenses, Olympia. Examinations held 
in Seattle. 

Wisconsin*: Thrice yearly examinations, April 2-3, 
Mid-September and at discretion of Examining 
Committee. File applications at least two weeks in 
advance. Apply to Emma Zitzer. Sec.. Physical 
Therapy Examining Committee. 207 North Brooks 
St., Madison 5. April examination held in Milwau- 
kee; September examination held in Madison. Third 
examination to be scheduled. 
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Safe Practices in the 
Physical Therapy Department* 


Donald L. Rose, M.D. 


Each of us is concerned with safety and each of 
us no doubt believes that our work and our ac- 
tions are surrounded by all possible safeguards. 
Yet if one looks closely at the over-all picture 
of the functions of any physical therapy depart- 
ment and measures it carefully with the yardstick 
of safety he will doubtless find many areas which 
fail to meet this standard. 

As used in the title, the word, safety, does not 
mean or imply just one thing. It may and usually 
does mean several things: 


1. It means a number of things to the patient 
who entrusts himself to your care. 

2. It means a number of things to the phy- 
sician who delegates a portion of the treat- 
ment of his patient to you. 

It means a number of things to the hospital 
which employs you and which has every 
right to expect that you will carry out safe 
practices. 

It means a number of things to the physical 
therapist who also has every right to expect 
that the day’s activities will transpire safely 
and who, in the final analysis, must insure 
that they do transpire safely. 


These four areas are irretrievably locked to- 
gether and cannot be separated except in an ar- 


° ” * Presented at the AHA Institute for Physical Thrapists, 
Kansas City, x Nov. 12, 1958 

From the Department of Physical Medicine, University 
of Kansas Medical Center, Kansas City, Kansas. 


tificial sense. To the extent that they can be 
separated, safe practices will be discussed by their 
categories. It is hoped, however, that the entire 
picture will be kept in mind, not merely the 
isolated factors. 


SAFETY OF APPARATUS 


The best starting point for a discussion of 
safe practices in physical therapy departments 
is the equipment itself. Do you have good equip- 
ment to work with; it does not have to be the 
most expensive type of apparatus, but it most 
certainly is never the cheapest. There are no 
bargain prices in physical therapy equipment. 
The hospital gets just exactly what it pays for, at 
least with respect to cheap equipment. Better 
made apparatus, although more expensive in- 
itially, stands up more satisfactorily under usage, 
Since equipment is a capital outlay, it should 
be a one-time expense only. Although this dis- 
cussion is not directly concerned with the eco- 
nomics of the department, cheap and second-hand 
equipment frequently is unsafe. 

Many of the pieces of equipment are electrical 
in one sense or another. Electrical outlets should 
be of the type wherein the receptable and plug 
can be screwed together and locked. Outlet cables 
frequently are heavy and if the plug is of the 
conventional 2-prong bayonet type, the cable 
weight may disconnect the plug from the outlet. 
Such incidents are a nuisance to the therapist 
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who must stop the current task and restart the 
device. It is usually a matter of concern to the 
patient who fears that “something has gone 
wrong” and it may well cost the confidence of 
the patient in the procedure and in the thera- 
pist. The sudden cessation of current may occa- 
sionally shock the patient, particularly in those 
devices producing a D. C. current. Usually the 
voltage of the shock, if it does occur, is so low 
that harm does not come to the patient. However, 
please do not forget that visible damage is not 
necessary for the patient to contemplate legal 
retribution; mental anguish is sufficient grounds 
for a suit if the patient is so disposed. Wiring 
must be heavy enough to take peak current loads 
without overheating. Provision must be made for 
grounding all apparatus. 

Frayed electrical cords and apparatus which 
need repair should not be worked on during the 
treatment period. Never tinker with the apparatus 
in the presence of the patient. If a terminal 
connection needs tightening, perhaps no harm 
occurs if it is repaired on the spot. However, in 
general, it is far better for any repairs to be 
performed beyond the range of the vision and 
the hearing of the patient. It should go without 
saying that comments or explanations to the 
patient concerning such an incident should be 
very discreet. Yet, I have on at least a dozen 
oceasions overheard a therapist make a remark 
along the general lines of, “This old clunker is 
always giving us trouble during treatments; we 
never know when or how it is going to act up.” 
The patient expects the apparatus to be in good 
working order. Worries as to the contrary state 
should be on neither the patient’s mind nor the 
physical therapist’s. Usually, these defects can 
be picked up by simple inspection. At the end 
of the day, or at frequent intervals, look over 
each piece of equipment carefully. Replace 
screws, tighten nuts or replace connections then. 
Any trouble with the apparatus should be re- 
ported promptly and should be corrected 
promptly. It is far better to dispense with the ap- 
paratus temporarily while repairs are being made 
than to utilize equipment in need of repair. This is 
recommended even though it interferes with 
treatment; the frank comment to the patient that 
equipment is never used when in doubtful repair 
does no harm from the public relations stand- 
point or to the patient-therapist relationship. 

One final comment with respect to apparatus 
and its safe usage. Always provide the patient 
with some type of warning or signaling device. 
Take the necessary 15 or 20 seconds to warn the 
patient to notify you promptly when you are out 
of the treatment area if there is any matter of con- 
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cern to him regarding the treatment. We usually 
underestimate the psychological value of the treat- 
ment procedures in general. As a rule, patients are 
so anxious to get well and so hopeful that the ap- 
paratus will get them well that they willingly 
endure actual damage to themselves and certainly 
much discomfort in the mistaken belief that these 
undesirable elements are part of the treatment. 
The signaling device is almost never used, but it 
it of great comfort to the patient to have it 
present. Do not neglect this factor. 


THe DEPARTMENT OR CLINIC BACKGROUND 
FOR TREATMENT 


A poorly lighted and ventilated area, one which 
is obviously cleaned at infrequent intervals and 
in which an atmosphere of clutter prevails is not 
conducive to an impression of safe departmental 
operations. It may be desirable to turn lights 
off or down during treatment, but good lighting 
is mandatory. Neatness and cleanliness are as 
much the therapist’s responsibility as the re- 
sponsibility of the houekeeping department. Fre- 
quently the factors of brightness and cleanliness 
are associated with that of safety in the mind 
of the patient. 

A background of soft music is highly desirable 
since it may promote the patient’s comfort and 
relaxation. It definitely aids in reducing thera- 
pist fatigue. It will also distract patients from 
listening in on conversations in the immediate 
area, some of which may be highly confidential. 
FM radio is probably the least expensive of these 
means of providing background music. Radio, 
tape recordings, and phonograph records may 
be equally useful, provided that the apparatus is 
in good repair, that the volume is kept low, and if 
the recordings are properly attended. 


SAFETY OF TREATMENT PROCEDURES 


One of the most frequently violated treatment 
axioms relates to the proper preparation of the 
patient for treatment. With full realization of 
the pressure on the therapist to conserve time, 
it must be emphasized that lack of preparation 
or inadequate exposure of the area to be treated 
are not the places to “cut corners.” Patients 
have been treated fully clothed or with the treat- 
ment area only partially exposed. Patients have 
been treated with metal objects on or about their 
persons in the presence of the shortwave dia- 
thermy field. This is done even in this day, al- 
though we all have heard of instances in which 
beds have been set on fire, for example, by the 
heating effect of the diathermy field on the bed 
springs. Similarly, hot packs have been applied 
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or whirlpool immersions have been accomplished 
with inadequate removal of the patient's clothing, 
so that he leaves the department with his clothing 
partially wet or damp—and, surely with a poor 
opinion of the department. Aside from these 
elements, inadequate exposure of the treatment 
area leaves the therapist with no real knowledge 
of the appearance of the area. In our own de- 
partment I am sure that one potential malpractice 
suit was averted in an instance wherein the pa- 
tient alleged that she had been burned during 
the treatment procedure. However, the therapist 
had noted the burn on the skin prior to the treat- 
ment and had alertly recorded this in her progress 
notes. Obviously, this fortunate observation 
would not have been made without exposure and 
inspection of the treatment area. It is difficult 
to offer adequate defense against alleged treat- 
ment mischief when the therapist must shame- 
facedly admit that the patient was partially or 
fully clothed during treatment. Exposure and 
inspection are, therefore, among the necessary 
criteria for safe treatment. It is, of course, pre- 
supposed that the common sense rules for pres- 
ervation of the privacy of the patient are never 
violated by deed or by implication in exposing the 
treatment area. 

The second most common violation of safe 
treatment practices relates to lack of adequate and 
written orders for treatment. It is realized that 
this is a very difficult area in which to insure 
safety. Some of you may prefer to prescribe your 
own treatment procedures; this is illegal if the 
term, prescription, is interpreted strictly. Re- 
gardless of your own desires and regardless of 
the alleged extenuating circumstances, legally you 
cannot do this. The courts have held repeatedly 
that the physician cannot delegate his responsi- 
bilities for the practice of medicine; physical 
therapy is held to be a part of medical practice 
and the responsibility for the determination of 
these and other treatment procedures rests with 
the physician. It is realized also that the physi- 
cian himself may be the culprit in the unethical 
and illegal shifting of his medical responsibilities 
onto your shoulders in his vague “prescription” 
of “P.T. to the back” or some equally nonsensical 
phrase. One wrong does not require another 
wrong to correct it. If the physician does not 
know the proper treatment procedures—and he 
quite often does not—your responsibility is in 
the direction of education. You can ethically 
suggest to him the correct treatment procedures 
which, if O.K’d by him, become just as legally 
binding for him as though he had given the 
treatment orders to you initially. 

Directly related to the preceding discussion is 
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the problem of verbal orders. I am sure that 
every physician who utilizes physical therapy, 
myself included, has given verbal orders which 
he expects to have the full force of a written one. 
When possible, have him write the order. If, for 
whatever reason, he does not, you write the order 
and ask him to initial it. When this also is 
impossible, write the order with his name signed 
over yours. Do not have an unsigned order. 
This is not merely a legal safeguard. It is for 
the immediate information of the physician. It 
is also for the information of someone other 
than you who may have to treat the patient. 

If you believe an order for treatment to be 
contraindicated or harmful to the best interests 
of the patient, contact the physician—out of the 
vision and sight of the patient—for clarification. 
I would never blame a therapist for refusal to 
carry out a given order if he or she felt it con- 
traindicated and could so convince me of the 
reasons for such. Nor would I feel put upon by 
the therapist who believes another procedure to 
be more valuable than the prescribed one and 
can argue for his own choice of treatment, but I 
wish to be the one who makes the decision. At 
the risk of being overly blunt, you can refuse to 
treat the patient but you cannot change the intent 
of the prescribed treatment without notifying the 
physician. I would be greatly disturbed, on the 
other hand, by the therapist who blindly carries 
out an improper order for treatment. It should 
be noted that this unquestioning obedience to a 
treatment order is a poor defense against mal- 
practice should suit come of a given instance. 
It is quite possible to challenge an order without 
being “picky.” It is equally possible to influence 
diplomatically the physician’s thinking without 
giving offense. The dividends from handling this 
situation safely and diplomatically are in the 
increased education of the physician who has 
learned more of helpful procedures and who is 
far more apt than not to utilize them increasingly 
in the future. 

The variant of the above is what to do with the 
so-called “third party” ordering—the patient who 
tells the therapist what the doctor wants her or 
him to have. Unfortunately, this happens too 
many times with the error again usually that of 
the physician. Is it safe to take the patient’s 
word for the treatment desired? No. Always 
verify this with the physician—again outside the 
range of vision and hearing of the patient. For 
the immediate situation you must have a physi- 
cian to turn to. Ask him for help or advice. Be- 
yond this, write or call the out-of-town doctor 
for instructions. He will either refer the patient 
to a local physician for this purpose or will give 
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you the necessary directions. Perhaps he may do 
neither, either ignoring your requests or stating 
that he gave the directions to the patient. If your 
local physician cannot or will not help you, then 
you are faced with the unpleasant decision of 
either not treating the patient, which is quite 
within your legal rights, or in carrying out the 
patient-ordered treatment. One case, currently 
in the courts, concerns an out-of-town patient 
who told the therapist (employed in a medical 
group) that her doctor wanted her to have cervi- 
cal traction. She was given cervical traction with 
no knowledge of the diagnosis and without veri- 
fication of the prescription. That evening the 
patient developed a cerebrovascular accident 
and blamed this catastrophe on the traction. The 
therapist has almost no grounds for defense 
under these circumstances. The physicians of 
this medical group, who admit that they are 
responsible for the supervision of the physical 
therapy department, now find themselves in the 
uncomfortable position of being co-defendants 
in a suit over a patient totally unknown to any 
of them. It is not my intent to discuss the medi- 
colegal aspects of physical therapy. I simply 
wish to affirm that a treatment order from a 
patient is not a safe practice. It is not a safe 
practice under the circumstances outlined. It is 
not a safe practice either when you ask the 
patient you have been treating, “Now, what is it 
again that we give you?” Aside from the ob- 
viously poor psychological impact of this thought- 
less question upon the patient, you may get the 
wrong set of directions. Always pull the treat- 
ment record or chart at the time of each treat- 
ment. You have to do it anyway to record the 
patient's visit; do it before the treatment. 


SAFETY IN Recorps 


Beyond the area of what kinds of records to 
keep or what is a good or a bad record, there are 
certain things which relate to the record which 
make for safety or the lack of it. 

The term, therapy, refers to treatment and 
treatment refers to an effort to ameliorate a given 
set of clinical circumstances. These circumstances 
in turn refer to something that happened which 
has produced alterations in the body. The ther- 
apist properly should be concerned, therefore, 
with the history and physical findings in a given 
case. Yet I have examined the records in dozens 
of physical therapy departments and found metic- 
ulous attention to the number of short wave 
treatments administered, or the specialty cate- 
gory of the referring physician, or who is to be 
responsible for the financial arrangements, but 
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in the tiny space allocated for diagnosis may be 
the vague term of “arthritis,” or “back pain,” or 
sometimes even just the area of medical referral 
such as “medical” or “surgical”; there was noth- 
ing at all regarding what had happened to the 
patient nor any recorded evidence that the thera- 
pist was aware of the pertinent physical findings. 
Is this a safe practice? I do not think so. 

In partial defense of the above, several thera- 
pists have told me that their hospital adminis- 
trator had ordered the physical therapy records to 
be barren of anything other than what is essen- 
tially bookkeeping data. Obviously, physical ther- 
apy records can be subpoenaed and come under 
the scrutiny of the court. The physical therapist 
or hospital administrator may have to defend or 
define comments made in such records. Rather 
than shrink from such obligation, my answer is, 
“Why not?” Certainly no hospital administrator 
orders the nursing records of a patient to be 
barren of data. Why should the physical ther- 
apy record be so? Both types of records are 
concerned with treatment. It would seem a far 
safer practice to have detailed records than to 
have only bookkeeping records. 

The added advantages of detail in records re- 
late to two areas. The first is concerned with 
your relationships with the patient. Because the 
physical therapist works closely with the patient, 
frequently over long periods of time, there de- 
velops a closeness of association that enables the 
alert therapist to come into possession of informa- 
tion which is of great assistance in the manage- 
ment of the patient. The recording of this in- 
formation in the confidential record of the 
patient can do much to elevate the importance 
of physical therapy in the estimation of the med- 
ical profession. The second area relates to the 
therapist himself. There is much to be said for 
the repetition of acts which obviously entails 
reasoning, judgment, and matters which relate to 
the clinical picture in general; the more skillful 
one becomes in this respect, the better therapist 
he becomes. 


SAFE PRACTICES BY THE THERAPIST 


A problem which has provided more difficulties 
than perhaps any other single one relates to the 
conversations and comments which must neces- 
sarily ensue between the patient and the therapist. 
Reference has been made to the close association 
which frequently develops between the therapist 
and the patient. Far from undesirable, this is an 
element which should be exploited to its max- 
imal value, provided that it is done properly. 
Many years ago Sir William Osler wrote a de- 
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lightful essay on the analogy between the patient 
and his conversations with the child and a new 
penny. With respect to the latter, the child will 
hold the penny up, will examine it in all possible 
lighting circumstances, will feel of its roughnesses 
and smoothnesses, will compare it with other 
coins, will place it again in his pocket, only to 
remove it shortly and go through the whole 
process again. To many of us, this is only a 
penny; it never changes, so why go through all 
of these maneuvers? Yet we all know that it is 
done. The patient does exactly the same with 
conversations relating to himself. He will try to 
read hidden meanings into phrases, gestures, or 
even the absence of a comment which he thinks 
should have been made. He will compare your 
opinion with others, including that of his physi- 
cian. He will not hear many things you will tell 
him; he will completely misinterpret other things 
you tell him. He will ask yeu questions that 
must not be of any concern to him, such as, 
“What is the matter with that patient over there?” 
Granted that one must have the wisdom of Solo- 
mon to handle all of these problems safely, there 
are certain rules of safety which are useful. The 
first of these is that your own personal approach 
to the patient must be one of transparently open 
honesty. Evasiveness, hedging and super-caution 
are extraordinarily potent seeds of distrust which 
you sow in the mind of the patient. The second 
rule is one of unfailing support of the physician. 
Although I said earlier that one wrong does not 
require another wrong to correct it, if in your 
opinion the physician is wrong in his remark to a 
patient, you are ethically wrong if you confirm 
this to the patient. If you work for the doctor, 
don’t undermine his treatment efforts. If you 
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wish to discuss a difference of opinion with him 
in private, this is a different matter entirely. 

The third area relates to what has the ear- 
marks of a misunderstanding. If a patient comes 
to you with some variant of the comment, “I told 
Dr. Smith what you said to me the other day and 
he just about hit the ceiling,” you must telephone 
Dr. Smith promptly and tell him just exactly 
what you did say or its intent. Then you tell the 
patient that you have just talked to Dr. Smith 
and that there is no misunderstanding between 
you. For you to get your own ire up is not safe. 
For you to let the circumstance drift is not safe. 
Handling this problem promptly is a safe prac- 
tice with the physician and the patient alike. 

The fourth area relates to the reexaminations 
of patients by their physicians. For patients with 
chronic conditions particularly, it is very easy 
for the therapist to treat the patient month after 
month with no contact between the physician and 
therapist or between the physician and patient. 
This is as much the responsibility of the physi- 
cian as the therapist. However, at least you carry 
out your own responsibilities in insisting that 
the patient return to his physician and that you 
be in contact with the doctor; safe management 
of the treatment program is maximal only under 
these circumstances. 


CONCLUSIONS 


A number of elements of physical therapy have 
been discussed which relate to safe practices. 
Many of these are related to the development of 
the profession itself. Yet, if a profession is to 
develop fully, such safe practices must be fostered 
and carried out to the maximum of each thera- 
pist’s ability. 


Book Reviewers for October 


Nila Kirkpatrick Covalt, M.D., Medical Director, 
The Kirkpatrick Memorial Institute of Physical Medicine 
and Rehabilitation, Winter Park, Florida. 


Charles H. Frantz, M.D., Chairman, Division of 
Orthopedics, Blodgett Memorial Hospital, Grand Rapids, 
Michigan. 


James E. Griffin, Associate in Physical Therapy, 
University of Pennsylvania, Philadelphia. 


Geneva R. Johnson, Coordinator, Department of 
Physical Medicine, Medical College of Georgia, Augusta. 


Paul F. Wehrle, M.D., Associate Professor of Med- 
icine, State University of New York, College of Medicine, 
Syracuse. 

Abstracters for September 


Limited space prevented the publishing of names of 
Association members who assisted in the preparation of 
the abstracts in the September Review. They are: 

Ethel Coeling Miriam Partridge 
Dorothy Kemske Patricia Pavlis 
Geraldine Midgley Helen Weber 
Florence Murley Virginia Wirtz 
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Neurotrophic Ulcers of the Foot 


Corrective Shoes for Leprosy 


Dean P. Currier, M.A. 


The neurotrophic ulcer of the foot is a common 
complication of leprosy. In leprosy certain nerves 
may become infiltrated by the bacillus, Mycobac- 
terium leprae, resulting in partial or complete 
loss of nerve function. The central nervous sys- 
tem is not involved. In early stages of the dis- 
ease only anesthesia is present, but as the dis- 
ease advances the peripheral nerves supplying the 
extremities always become affected to some de- 
gree in both lepromatous and tuberculoid lep- 
rosy. In the lower extremities the medial and 
lateral plantar nerves (terminal branches of the 
tibial nerve) are the first to become involved, 
and the involvement occurs at the region of the 
medial malleolus so that the intrinsic muscles 
of the feet are the first muscles affected. The 
results may be hammer toe and hallux valgus 
deformities. Next the deep peroneal is involved 
(often concurrently with the tibial nerve) result- 
ing in paralysis of the dorsiflexor muscles, and 
drop foot. 

Weakened muscles can contribute to neurotro- 
phic ulcers because the balance of the foot be- 
comes unstable and leads to changes of weight 
bearing.' Neurologic changes resulting in anes- 
thesia of the skin (loss of heat, cold, touch, and 
pain sensation) are indirectly the cause of ulcers, 
due to traumatization of the anesthetic area, and 
to continued pressure during weight bearing on 
deformed extremities.? Kosiak® suggests that 
sensory involvement appears to be of greater 
significance than motor involvement, as is illus- 
trated in the relatively rare occurrence of ulcera- 
tion in the poliomyelitic patient who is able to 
experience pain and pressure. Other indirect 
causes of ulcers may be ill fitting and ill styled 
shoes. 

Although surgery is done to correct muscle 
weakness,‘ and early treatment of ulcers is 
stressed,” the use of corrective shoes for preven- 
tion of neurotrophic ulcers in leprosy has not 
been adequately described in the literature. Pre- 
ventive foot care can reduce the occurrence of 


Department of Physical Therapy, U.S. Public Health 
Service Hospital, Carville, Louisiana. 


lesions of the lower extremities and the need 
for hospitalization. Education plays an impor- 
tant role in preventive foot care of the patient 
with leprosy in that if patients would select prop- 
erly styled and fitted shoes some problems could 
be eliminated. Patients with leprosy should be 
instructed in foot hygiene and should be in- 
structed to modify their activities so as to avoid 
excessive walking.‘ The use of orthopedic appli- 
ances to prevent weight bearing on the sites of 
affected areas is important.” * 


FINDINGS 


In reviewing the records of 70 patients having 
foot ulcers it was found that of the total number 
of ulcers 85 per cent occurred on the plantar sur- 
face, 8 per cent on the lateral aspect proximal to 
the fifth toe, 4 per cent over the dorsum, and 3 
per cent occurred elsewhere on the foot. On the 
plantar surface the most common sites were the 
head of the first metatarsal, beneath the toe tips 
(most frequently the great toe), and the head of 
the second and fifth metatarsals, respectively. 

In 18 per cent of the cases in which ulcers oc- 
curred on the toe tips or along the lateral surface 
of the feet, faulty shoes were believed to be the 
cause. 

Calluses on the plantar surface, which often 
precede ulcers, were most common in the region 
of the first and fifth metatarsal heads. (Fig. 1) 

Uleers on the plantar surface of the heel have 
been seen only rarely. 


PREVENTIVE TREATMENT 


In the orthopedic treatment of disabilities of 
the foot such as flexible flatfoot, spastic flatfoot. 
anterior metatarsalgia, Morton’s toe, stress frac- 
tures of the metatarsal bones, and Freiberg’s dis- 
ease, metatarsal inlays and/or bars have been 
recommended by Shands.° 

At Carville, metatarsal inlays, metatarsal bars, 
and proper fitting and styled shoes have been 
used in the prevention of neurotrophic ulcers, and 
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Figure 1. Ulcers and calluses on plantar surface 
of feet. 


as corrective treatment for the ulcers, once they 


have formed. 
1. The Metatarsal Inlay 


A metatarsal inlay is a spherical-triangular 
shaped nonrigid support made of sponge rubber. 
The inlay relieves pressure on the metatarsal 
heads during weight bearing by supporting the 
metatarsal and longitudinal arches. The severity 
of calluses and ulcers is reduced because of redis- 
tribution of this weight. 


The patient must feel comfortable when using 
the inlay. Even with skin anesthesia the patient 
with leprosy can determine if the inlay is suitable 
or not. Therefore, the inlay must be placed in 
the shoe in a position to give maximum benefit 
and comfort. The measurement is determined 
by having the patient place his heel against a 
hard surface and measuring the distance from 
the point of junction of the heel with the hard 
surface, to the area just posterior to the heads 
of the middle three metatarsal bones. The meas- 
urement can be made either with a tape or cali- 
per. The distance is then laid off in the shoe by 
placing one end of the caliper against the heel 
counter of the shoe and the other end cutting an 
arc. Once the measurement is laid off in the shoe 
the size of the metatarsal inlay can be determined. 
Molded inlay forms can be purchased in sizes 


large, medium, and small. 


The inlay has a metatarsal section that supports 
the metatarsal arch, and a longitudinal section 


Figure 2. Metatarsal inlay, top and lateral 
views. 

A. Metatarsal section. B. Longitudinal 
section. 


that supports the longitudinal arch. (Fig. 2) The 
metatarsal section of the inlay is thinned under 
the tarsometatarsal joints. The longitudinal sec- 
tion is beveled lateralward to a paper-thin edge. 
Although the metatarsal and longitudinal sections 
can be fashioned to any desired height, the con- 
dition of the individual foot is the determining 
factor. The metatarsal and longitudinal arch sec- 
tions are usually smoothed to a height of %¢ 
inch. The molded inlay form is fashioned and 
smoothed by the use of a motor-driven emery 
wheel. 

When the inlay has been properly shaped, it is 
ready to be adapted to the shoe. The posterior 
portion (longitudinal section) is placed against 
the medial side of the heel counter and the ante- 
rior portion (metatarsal section) is placed on the 
arc so that the metatarsal section falls just pos- 
terior to the middle three metatarsal heads. The 
inlay is glued to the shoe with rubber cement, 
which permits easy removability or repositioning. 
A thin plastic insole is glued over the inlay as a 
cover which permits the foot to slide easily over 
the inlay when putting the shoe on. 


The metatarsal inlay has also been used suc- 
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Figure 3. Metatarsal bar, bottom and side 
views. The bar can be dyed to blend with 
shoe color. 


cessfully when patients with leprosy present con- 
ditions of pes cavus and pes planus. The purpose 
of using the inlay for pes planus is to correct 
pronation and to elevate the longitudinal and 
metatarsal arches. In pes cavus it is desirable 
to elevate the metatarsal arch and redistribute 
the patient's weight.” The inlay is then fash- 
ioned according to those purposes. 


2. The Metatarsal Bar 


The metatarsal bar is a rectangular shaped 
block (the anterior portion usually is in the form 
of an arc) which is attached to the sole of the 
shoe. (Fig. 3) It can be made from layers of rub- 
ber soling and it varies in height from 44 to % 
inch. Used to redistribute weight from the 
metatarsal arch to the shafts of the metatarsal 
bones, in cases in which calluses or ulcers are 
present over the metatarsal arch, the bar will re- 
lieve the weight-bearing pressure. The bar is 
used when scar tissue is present from former 
ulcers, when ulcers are present, and in the pre- 
vention of ulcers. Occasionally the metatarsal 
bar and inlay are used together in treating plan- 
tar ulcers. 
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The measurement for the metatarsal bar is 
taken by methods similar to those for the meas- 
urement of the metatarsal inlay. One-half inch is 
added to the measurement taken from the foot 
when the distance is marked on the shoe. This 
additional 4% inch compensates for the structure 
of the heel counter of the shoe. A bar 11% inches 
to 2 inches wide serves satisfactorily. 


Since rubber soling is purchased in sheets of 
4 inch thickness, 2 to 4 layers must be glued 
together (using all-purpose shoe cement for per- 
manence) to give the desired height when the bar 
is fitted to the shoe. In fashioning the bar the 
motor-driven emery wheel is used. 


The fully fashioned bar is glued to the shoe. 
Nails are avoided as far as possible because 
minor injury from an exposed nail can cause 
an ulcer. 

The patient must be taught the use and pur- 
pose of the bar since it is not an attractive addi- 
tion to the shoe. To produce the best result, 
some education and adaptation of the patient to 
its use is necessary. 


3. Selection and Fitting of Shoes 


Careful selection of shoes is most important 
to patients with leprosy because the use of proper 
shoes in the early phases of the disease can by 
prevention of ulcers and resultant deformities 
save the patient from misery. In the Orthopaedic 
Appliances Atlas '° it is stated that “Shoes should 
always be fitted on the weight-bearing foot. The 
shoe must be long enough to allow ample room 
for natural movement of the toes. The tip of 
the toecap should extend one finger’s breadth 
beyond the end of the great toe. The great toe 
joint should rest over the abrupt curve on the 
inner side of the sole, which is the widest part 
of the shoe. There must be ample room across 
the ball of the shoe for normal function cf the 
metatarsal arch. The heel counter should fit 
snugly around the heel and not bulge outward. 
The upper should lace comfortably and firmly 
over the instep. If a support or inlay is to be 
used, the shoe should be sufficient to permit free- 
dom of movement but not so wide as to allow 
the foot to shift about inside the shoe.” All of 
these precautions apply in the selection of shoes 
for patients having leprosy. 

When selecting the style it is imperative that 
the following features be stressed in order to 
insure a proper fit: (1) leather soles to provide 
rigid support to the feet, (2) plain toe to avoid 
seams that often cause unevenness in the shoe's 
lining, (3) blucher type lacers to provide for 
expansion when edema is present, (4) smooth 
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Figure 4. A shoe that features styling men- 
tioned in article. 


lining to provide even pressure and protection 
to the feet, (5) correct lasts to conform to the 
shape of the feet, (6) rigid shanks to give the 
longitudinal arch support, and (7) snug heel 
counter to prevent the heel from slipping (com- 
bination lasts provide for this). Clemmesen * 
states that a wrongly constructed heel may cause 
the foot to slide forward and downward in the 
shoe, causing the forefoot to be overloaded. For 
this reason an oxford with a 1 inch heel is ree- 
ommended. (Fig. 4) 
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SUMMARY 


The neurotrophic ulcer of the foot is a com- 
mon complication of leprosy. The primary cause 
of ulcers is pressure in the presence of neuro- 
logic changes. The most common sites of ulcers 
in leprosy are over the heads of the metatarsal 
bones. Use of the metatarsal inlay and bar for 
prevention of ulcers is described along with the 
particular features of correct shoes to be used 
by leprosy patients. 
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Films of Interest 


The following films were projected during the Film 
Theater at the 36th Annual Conference in Minneapolis. 
DEADLINE 53 MINUTES—30 wmin., b/w, sd., 195%, 
United Cerebral Palsy Association, 321 West 44 Street. 
New York, N.Y., or other U.C.P.A. local affiliates. 
Dramatizes total effects of cerebral palsy; covers re 
search, treatment, education, and job placement prow- 
grams of U.C.P.A. Free 
SPINAL COLUMN—STRUCTURE AND FUNCTION IN 
MAN—]] min., b/w, sd., 1956, The Pennsylvania State 
University, Audio Visual Aids Library, University Park, 
Pa., or Encyclopedia Britannica. Details of movements, 
structure, and function. Importance of good posture. 
Rental: $2.25 
THE BRAIN AND BEHAVIOR—20 min., b/w, sd., 1958, 
New York University Film Library, 26 Washing- 
ton Place, New York 3, N.Y. Results of stimulation 
by electrode, and behavior changes following injuries 
to different parts of the brain demonstrate connection 
between areas and specific types of behavior. Rental: 
$6.00 
DEMONSTRATIONS IN HUMAN LEARNING—]5 
b/w, sd., 1957, The Pennsylvania State University, 
Audio Visual Aids Library, University Park, Pa. Gives 


examples of skills involving serial learning. Relate to 
examples from every-day life. Rental: $3.50 
JUVENILE AMPUTEES CAN BE HABILITATED—}2 
min., b/w, sd., Department of Public Health, State 
of Georgia, Atlanta, Ga. Follows a quadruple amputee 
through the various phases of team approach in the 
habilitation of a juvenile amputee. 

RESCUE BREATHING—25 min., b/w, sd., Nearest U.S. 


Army Film Library. Designed to teach technics of 
expired air inflation to all ages in groups of all types. 


MOUTH TO MOUTH BREATHING—]0 min., b/w. sd.. 
U. S. Army Film Library. Filmed at time actual re- 
search studies in resuscitation were in progress. 

NO MARGIN FOR ERROR—30 min., b/w, sd., 1959, 
The William S. Merrell Company, Cincinnati 15, Ohio, 
Free; American Hospital Association, 840 North Lake- 
shore Drive, Chicago 11, Ill.; American Medical As- 
sociation, 535 North Dearborn Street, Chicago 10, TIL. 
Free. Presents cause and effect of human mistakes in the 
complex system of the modern hospital and points the 
way for active cooperation between medical and adminis- 
trative staffs of the hospital. 

Note: Requests for use of films must be sent directly 
to individual distributor. Films are not available 
from the National Office. 
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Pain Associated with Soft Tissue Syndromes* 


Epitor’s Note: As a helpful source of information 
on the etiology, symptomatology, diagnosis, and 
treatment of soft tissue or myofascial pain syn- 
dromes the reader is referred to Dr. John J. Bon- 
ica’s article entitled, “The Management of Myofas- 
cial Pain Syndromes,” published in the June 1959 
issue of the Review, pages 389-396. 


One Method of Treating 
Subdeltoid Bursitis 


Kenneth E. Brown, B.S. 


A 50-year-old female who had subdeltoid bursitis 
of the right shoulder was first seen by her family 
physician on Nov. 24, 1958. Her chief complaint 
was a sharp pain in the right shoulder. The pain 
was intermittent and was no more severe with motion 
than without; however, when the patient placed her 
arm in certain positions, the pain was lessened. 
The treatment given by the physician at that time 
was an injection of 1 cc. My-B-Den and a prescrip- 
tion for 4 mg. Codeltra to be taken orally four times 
daily. The patient was seen two days later and 
another injection of My-B-Den was administered. 
On Dec. 8, 1958, the patient received a prescription 
for enteric coated aspirin gr. x and was directed to 
use it two times daily for four days. 

The patient’s condition remained static for a few 
weeks when she noticed a sharp pain in the lower 
third of the arm when she clasped her hands around 
an object. During the next two weeks the patient 
could not relieve her pain by positioning her arm. 
There would be periods of several hours when she 
would be free of pain, only to have a severe attack 
of sharp pain in the right shoulder lasting for vary- 
ing lengths of time. This intermittent pain increased 
until by the middle of January it became constantly 
more severe and of longer duration. 

The patient returned to the physician's office the 
first of February, at which time 1 cc. of hydrocorti- 
sone was injected into the painful area. When the 
patient did not respond to a series of four hydro- 
cortisone injections given every other day, three 
treatments of X ray were prescribed. There was 
nearly complete relief of pain after a period of 
two weeks; however, active motion was very painful. 
The physician then prescribed diathermy and active 
and passive exercise to the right shoulder to be 
given by a physical therapist. 


Chief Physical Therapist, Ball Memorial Hospital, Mun- 
cle, Indiana 

* The three case reports that follow were presented at 
the Annual Conference of the American Physical Therapy 
Association, Minneapolis, June, 1959. 


When first seen in our department, the patient 
had approximately 20 degrees forward flexion and 
10 degrees of abduction of the right shoulder with- 
out pain. The patient was seen daily for one week 
and diathermy was used for a period of 20 minutes 
each day. The patient was instructed to do pendu- 
lum or free-swinging exercises and passive exercise 
was given with the patient in a sitting position. 
Passive motion consisted of forward flexion to and 
into the painful range; abduction with the palm of 
the hand in a downward position until 90 degrees 
could be attained; the arm was abducted as far as 
possible without pain. The elbow was flexed to 90 
degrees and the shoulder was rotated internally and 
externally. All ranges of motion were given for 
10 repetitions. 

Because of the distance the patient had to travel, 
treatments were reduced to three times weekly, but 
the patient was instructed to carry out exercises at 
home as best she could. The patient showed good 
improvement during the first two weeks, at which 
time antigravity exercises and shoulder wheel exer- 
cises were performed. At first, to make a complete 
cycle, the patient stood on a stool parallel to the 
shoulder wheel and turned five revolutions of the 
wheel in either direction. Also, the patient stood 
facing the shoulder wheel to afford circumflexion 
in horizontal abduction and adduction. As motion 
improved, the repetitions of the exercises were grad- 
ually increased until she performed 30 revolutions 
of the wheel in all four directions. At this time the 
patient had active motion of 90 degrees of forward 
flexion and 60 degrees of abduction. There was some 
soreness and minimal pain after the first three weeks 
of treatment. 

It must be emphasized that this patient had a 
high pain threshold, was very receptive to home 
instruction, and carried out the program at home 
very well. She was not the type of patient who 
thrives on complaints but when she said she was 
in pain, there truly was pain present. For example, 
when the radius of the shoulder wheel was increased 
and it became difficult for her to attain this new 
range of motion, she would do her best to cooperate. 
In fact, she explained that she was more concerned 
with motion than with pain. 

Her home program now consisted of antigravity 
exercises, climbing the wall with her fingers, and 
putting her right hand behind her as far as possible. 
Each exercise was done 10 times twice a day. 

External rotation increased at a uniform rate. 
However, improvement in internal rotation was less 
readily achieved. By the first of April, approxi- 
mately two months after physical therapy was in- 
itiated and four months after her first visit to her 
physician, she had 170 degrees of active forward 
flexion and 160 degrees of abduction, nearly normal 
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external rotation, and 60 degrees of interna! rota- 
tion. 


Fibrositis of 
the Left Shoulder 


Emilie M. Hines, B.S. 


Mrs. J., a 35 year old secretary, came to the 
physician complaining of pain in her left shoulder 
which she had had intermittently over a period of 
three years and which seemed to be worsening. She 
had just returned from a week-end trip, where she 
had driven a car for a full day both ways avoiding 
use of her left hand as much as she could because 
the pain had been so acute. 

She was well developed and an exceedingly busy 
and active person. Physical examination revealed 
an extremely tender trigger area at the superior 
angle of the left scapula, with pain radiating to the 
shoulder joint and down the vertebral border of the 
scapula. Some fibrositic nodules were palpable, but 
the musculature was quite relaxed. Motion of the 
arm and shoulder was painful, but there was no lim- 
itation. The patient was referred for physical ther- 
apy with a diagnosis of “fibrositis—left shoulder. 
Prescription—diathermy and massage.” 

After four daily treatments, the patient reported 
about 90 per cent relief from pain, and did not 
return. Several months later, she again went to her 
physician suffering from an acute episode of the 
same pain. In the meantime, she had had chronic, 
subacute pain with remissions and exacerbations. 
This time the physician re-ordered diathermy and 
massage and also posture training and exercise. 

The diathermy and massage again relieved the 
acute pain. The patient, who was already posture 
conscious, was taught correct posture, particularly 
as related to the head, neck, and shoulders. She was 
also taught exercise for the thoracic outlet! and 
shoulder girdle. In this exercise, the patient stands 
facing a corner of the room with her hands on the 
wall on either side at shoulder level. With body 
straight, the patient bends her elbows and leans 
toward the corner taking her body weight on her 
shoulders. The physician then gave a standing order 
that diathermy be given whenever the patient ex- 
perienced occasional discomfort. She came for treat- 
ment four times in the next two years. 

Mrs. J. has corrected her posture and is careful 
that she maintains correction. She still does the 
“corner” exercise occasionally when she feels her 
shoulder muscles are “tightening.” For the past 
four years she has had no real pain or discomfort. 


REFERENCES 
1. Staff Meeting of the Mayo Clinic: 
Syndrome: Evaluation of a Thera 
gram, Vol. 31, No. 9 (May 2) 1 i 
Chief Physical Therapist, Los Alamos Medical Center, 
Los Alamos, New Mexico. 
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Medical Galvanism in 
the Treatment 
of Acute Myositis 


Lola E. Smith, M.S. 


Case 1 


A 43 year old male was seen by his physician on 
Apr. 10, 1959, at which time he complained of sharp, 
interscapular pain upon movement of his left upper 
extremity. Examination revealed tenderness of the 
left rhomboideus major with a palpable trigger 
point area in the medial one third of the muscle. 
A diagnosis of acute myositis of the left rhomboideus 
major was made, and a prescription for medical 
galvanism was given. 

Using a 3 by 3 inch electrode from the positive 
pole over the trigger point area and a 5 by 8 inch 
electrode from the negative pole over the posterior 
surface of the left thigh, 10 milliamperes of constant 
current were applied for 15 minutes. The patient 
reported a marked decrease in pain, but the trigger 
point was still tender and palpable. Using a “test- 
ing” electrode and 6 milliamperes of current from 
the positive pole, the muscle was massaged in a 
longitudinal direction for approximately 3 minutes 
with emphasis on the trigger point area. The patient 
reported marked relief; however, there still was 
some tenderness when deep pressure was applied. 
The palpable area had diminished in size. 

The following day, the patient reported mild 
soreness with no acute pain, but the tender area 
could be located with deep pressure. The treatment 
was repeated using the same procedure. At the end 
of this treatment period, there was complete range 
of pain-free motion. 

He was seen on April 13 by the referring physi- 
cian and was discharged since he had been symp- 
tom-free for two days. 


Case 2 


A 23 year old male, complaining of pain in the 
left paraspinal muscles, was first seen on March 9, 
1959. Examination revealed good, but guarded mo- 
tion in trunk flexion, extension, and lateral bending. 
With the patient in the prone-lying position, there 
was marked elevation of the left sacrospinalis mus- 
cles in comparison to the right muscle groups. Ten- 
derness was present from the level of the seventh 
thoracic vertebra to the sacrum. A diagnosis of 
myositis was made, and medical galvanism was pre- 
scribed. 

With the negative electrode proximally located, 
3 by 3 inch electrodes were placed longitudinally 
over the muscle group. Eight milliamperes of current 
were applied for 15 minutes. At the end of this 


Chief Physical Therapist, Office of Drs. Houston, Roy, 
Faust and Ewin, New Orleans. 


+ 
679 
i 
A 
4 
‘ 
4 
x 
Bor 
im: 
EA 
a : 
4 
4 
a 
(my 
a 


680 


period, pain, although reduced, was still present, 
and elevation of the muscle group persisted. The 
muscle was massaged with a “testing” electrode 
from the positive pole. There was relief from pain 
upon motion, and the patient reported a feeling of 
“stiffness.” 

The patient was seen the next day at which time 
he reported mild soreness. Medical gelvanism again 
was administered, according to the previously de- 
scribed procedure. No subjective change was re- 
ported. 

On the third day, when seen by the referring 
physician, the patient was free of symptoms. 


The Review invites case reports from physical 
therapists who have followed an_ interesting 
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course of treatment with or an unusual response 
to treatment by patients having one of the condi- 
tions listed below. 

Diabetic neuropathy 

Paralysis agitans—postchemopallidectomy 

Volkmann’s ischemic contracture 

Dupuytren’s contracture 

Osteoarthritis 

Coronary thrombosis 

Cerebral palsy with sensory disturbance 

Postmastectomy lymphedema 
Note: Suggestions for preparation of case re- 
ports were published in the October 1957 issue 
of the Review, pages 666-667. Reprints of the 
suggestions may be requested by writing to the 
Physical Therapy Review. 


Suggestions from the Field 


"Saran-Wrap” Used 
to Reduce Friction 


R. V. Russell 


A new approach to the problem of reducing 
friction between an exercise board and the pa- 
tient’s heel exists in the use of “Saran-Wrap.” 

A 3 inch strip of “Saran-Wrap” (the “queen” 
size roll gives the longest strip) is wound around 
the ankle and heel, with possibly a small piece 


Mr. Russell, president of a manufacturing company, de- 
vised this method while hospitalized following surgery. 


Coming 


Oct. 2-Oct. American Medical Writers As- 
sociation, Chase Hotel, St. 


Louis 


Oct. 5-Oect. American Academy of Pediat- 


rics, Palmer House, Chicago 


Oct. 12-Oct. American Association of Med- 
ical Record Librarians, Radis- 


son Hotel, Minneapolis 


Oct. 16-Oct. American Occupational Ther- 
apy Association, Hotel Mor- 


rison, Chicago 


of sponge rubber next to the heel to act as a 
shock absorber. 

If the calf of the leg touches the board, another 
wrapping of “Saran-Wrap” can be wound around 
to protect this part. The layers of “Saran-Wrap” 
will cling together, but a piece of “Scotch tape” 
can be used to hold down the end of the strip 
if it works loose. 

It will be found that there is enough slipperi- 
ness in the “Saran-Wrap” to allow for unre- 
stricted movement, even if an ordinary plywood 
board is used instead of pressed wood. With care, 
the wrap may be used several times as it does 
not tear or wear through easily. This method 
of reducing friction eliminates the need to “clean 
up.” as when talcum powder has been used. 


Meetings 


Oct. 19-Oct. 23 American Public Health Asso- 
ciation, Convention Hall, At- 
lantic City 

Oct. 26-Oct. 28 Maryland-District of Columbia- 
Delaware Hospital Association, 
Hotel Shoreham, Washington, 
D. C. 

Oct. 26-Oct. 28 National Rehabilitation Asso- 
ciation, Statler-Hilton Hotel, 
Boston 
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Red Cross Adopts “Mouth-to-Mouth” Lifesaving Method for Adults 


The American Red Cross has announced official adoption of 
the “mouth-to-mouth” technic of artificial respiration for adults 
as well as children. Teaching of the method in Red Cross first 
aid and water safety courses will begin immediately. 

The technic was declared the most practical in a unanimous 
verdict of a committee of the National Academy of Sciences- 
National Research Council after a thorough review of artificial 
respiration data. 

A. W. Cantwell, national director of Red Cross Safety Serv- 
ices, explained that the Red Cross delayed announcement of its 
adoption of the method only long enough to prepare and have 
published an instruction manual for use of its volunteer class 
instructors. Distribution of copies of this manual to the 3,700 
Red Cross Chapters was completed early in July. It was issued 
as a supplement to the most recent edition of the Red Cross 
First Aid Textbook, published in 1957. 

The technic, also called “mouth-to-nose” respiration, dates 
back to Biblical times. 

Instructions on performing this type of resuscitation, to be 
started immediately on discovery of the unconscious person, are 
as follows: 

If there is foreign matter visible in the mouth, wipe it out 
quickly with the fingers or with a cloth wrapped around the 


fingers. Then 


1. Tilt the head back so the chin is pointing upward (See 
fig. 1). Pull or push the jaw into a jutting-out position (See 
fig. 2 and 3). These maneuvers should relieve obstruction of 
the airway by moving the base of the tongue away from the 
back of the throat. 


2. Open your mouth wide and place it tightly over the vic- 
tim’s mouth. At the same time pinch the victim’s nostrils shut 
(See fig. 4) or close the nostrils with your cheek (See fig. 5), 
or close the victim’s mouth and place your mouth over the nose. 
Blow into the victim’s mouth or nose. Air may be blown 
through the victim’s teeth, even though they may be clenched. 

The first blowing efforts should determine whether or not 
obstruction exists. 


3. Remove your mouth, turn your head to the side, and 
listen for the return rush of air that indicates air exchange. 
Repeat the blowing effort. 


There are two major differences in procedure between ad- 
ministering mouth-to-mouth resuscitation to a child and to an 
adult. One applies to the breathing itself. For a child, take 
relatively shallow breaths appropriate to the child’s size at the 
rate of about 20 a minute. For an adult, blow vigorously at the 
rate of about 12 breaths a minute. 

The other difference relates to initial failure to get dir ex- 
change. If this occurs. recheck head and jaw position. In the 
case of a child, up-end it by holding the ankles and administer 
two or three sharp slaps between the shoulder blades. An adult, 
who cannot be lifted easily, can be turned on his side so that 
the blows on the back can be given in an effort to dislodge 
obstructing matter. 


Additional reference: Film, Rescue 
Breathing. See page 677 for details. 


(continued on page 705) 
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Editorial 


Thoughts on Security 


Although the word, security, holds meaning for all of us, unless 
an adjective qualifies the noun, the meaning has no specificity. With 
the advent of space satellites and long range missiles, international 
and national security have become “stars” of first magnitude. Gov- 
ernment workers perform “security checks,” in the interest of national 
security: in another connotation we are informed that a number 
of aged citizens have received checks through Social Security. Pop- 
ular magazines and the daily press carry articles stressing the im- 
portance of emotional security. Somewhere between the emotional 
security within us and security related to our environment, there are 
other forms of security which are important to us as physical ther- 
apists. 

Job security because the demand for physical therapists exceeds 
the supply is common to all of us. A physical therapist must be 
grossly inadequate to want for work in his field. For the present, at 
least, few of us will know the hardship of seeking and not being able 
to find a way to earn a living. The physical therapist’s, the physi- 
cian’s and the hospital’s security may be jeopardized, however, and 
our professional status may suffer when nonprofessional assistants 
are delegated as agents of the physical therapist or the physician and 
are given responsibility for patient care beyond the level warranted 
by their training and education. Conversely, professional security 
is threatened when we fail to delegate authority for those minor 
tasks which can be performed under the supervision of a properly 
qualified physical therapist. If considered judgment is used, all can 
benefit from the use of nonprofessional assistants; the physical ther- 
apist will more adequately serve more patients in the best interest 
of the hospital’s and the department's economic welfare with resultant 
benefits to the physical therapist. 

A standard of education is common to all of us who received our 
training in schools approved by the Council on Medical Education 
and Hospitals of the American Medical Association or, if we studied 
physical therapy before 1936, by the American Physical Therapy 
Association. We have been fortunate to have had guidance which 
directed us to approved schools and in having had financial resources 
or support for our education. Knowing that by educational prepara- 
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tion we are qualified to treat the 
patients entrusted to us by physicians 
of any specialty or general practice 
lends to our professional and eco- 
nomic security. Those who have 
earned baccalaureate, master, or doc- 
toral degrees have enhanced their 
professional status and security. The 
relatively few who have not earned 
a baccalaureate degree, and whose re- 
tirement from the field is not foreseen 
within the next few years, should give 
serious thought to obtaining for them- 
selves this minimum level of educa- 
tion, 

Eligibility to licensure or registra- 
tion under the laws of the states 
where 74 per cent of our more than 
6,000 active members work contrib- 
utes a measure to our professional se- 
curity. Although the primary pur- 
pose of licensure must be to protect 
the public from unqualified practi- 
tioners who purport to be physical 
therapists, laws regulating the prac- 
tice of any profession have the by- 
product of security for that profes- 
sion. There are now physical therapy 
practice acts in 35 states and Hawaii. 
Without our high standards of ethical 
conduct and without recognition of 
the value of our work by physicians 
and by the public, we could not have 
gained this enviable record. Until 
there is an administrable law in each 
state, the practice of physical therapy 
independent of the physician’s pre- 
scription and direction can exist; 
the public will not be protected; and 
our professional standards will be less 
than secure. Physical therapists who 
fail to recognize the purpose of the 
law and who abet violation or non- 
compliance with the law are a threat 
to the security of patients, physicians, 


physical therapists—and to our pro- 
fessional status. We must continue 
to work toward the unquestionably 
valid goal of protection of the public 
through enactment of adequate laws 
and enforcement of existing laws. 

We, through membership and par- 
ticipation in our professional organi- 
zation on the national and local levels, 
have security to a degree not other- 
wise possible. Through our Associa- 
tion we have the opportunity to set the 
goals for our profession, to meet with 
our colleagues, and to attend educa- 
tional meetings, institutes, and con- 
ferences which keep us abreast with 
developments in our field. Continuing 
education and updating of our knowl- 
edge and skills is necessary to our 
security. Guidance of students to the 
field has been emphasized by our na- 
tional and local organizations in order 
that the needs of patients may be 
met. Increasing the supply of care- 
fully selected and properly trained 
physical therapists adds to our secur- 
ity in that the hazard of lowering 
standards is lessened. 

Through our professional organiza- 
tion we are able to purchase health 
and accident insurance at an advan- 
tageous premium. An opportunity of 
this kind is especially important to a 
professional group the livelihood of 
whose members depends upon physi- 
cal activity as well as mental effort. 

Professional liability insurance, 
available since 1957 at lower than 
usual cost, offers security to active 
members of the Association who are 
not otherwise protected. The physical 
therapist may be held responsible for 
his own acts regardless of ethical 
practice and his place of employment; 
he has a responsibility to himself and 
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the patients he treats to protect him- 
self in this regard. 

These many facets of security are 
affected by external factors and to an 
extent are internal aspects controlled 
by us as individuals or as members 
of a professional group. There is one 
important facet of the practice of our 
profession which may be considered 
to be beyond our area of responsibil- 
ity and which refers to the security 
necessary to us in our professional 
work—the physician’s prescription. 

No physical therapist who has been 
taught to follow the prescription and 
direction of physicians and who has 
accepted this tenet of our Code of 
Ethics can ever find security in a 
vague and indefinite prescription. Nor 
can he find security in a prescription 
which is so limited that there is no 
provision made for the patient to be 
stimulated by increasing demands. 
The prescription which gives no lati- 
tude to the physical therapist and 
which provides no opportunity for the 
patient to be reviewed daily by the 
physician only frustrates the ther- 
apist, bores the patient and slows his 
rate of progress, and defeats the phy- 
sician’s goals for optimum recovery 
in an optimum period of time. Less 
than adequate as well as too stringent 
prescriptions may foster unethical 
practices by physical therapists. The 
only physical therapists who find se- 
curity under such circumstances are 
those who refuse to think or who curb 
their inherent desires to help the pa- 
tient. Other physical therapists who 
have security in their own knowledge 
and skills will be able to discuss with 


the physician the plan of treatment 
for the patient. The knowledge and 
skills of the physician will enable him 
to adequately guide the physical ther- 
apist. Until all of us have related our- 
selves to physicians in a way which 
permits us to communicate the needs 
and responses of the patient, there can 
be none of this phase of security in 
our professional lives. 

In this issue of the Review, Dr. 
Donald Rose discusses safe practices 
in a physical therapy department. 
Those who attended the American 
Hospital Association’s Institute for 
Physical Therapists in Kansas City 
last November heard .Dr. Rose’s ad- 
vice. The points he has made bear 
emphasis and are worthy of review 
and study. Dr. Rose’s closing com- 
ment, “Yet if a profession is to de- 
velop fully, such safe practices must 
be fostered and carried out to the 
maximum of each physical therapist’s 
ability,” places the responsibility with 
us. The acceptance of ethical, legal, 
and professional responsibilities by 
each of us is intertwined with our 
security—economic and professional. 
It is our obligation to become knowl- 
edgeable of our Code of Ethics, of 
interpretations and opinions rendered 
by the Judicial committee, intelli- 
gent and safe practices, legal aspects 
of the practice of our profession, and 
the laws of the state where we are 
employed. By understanding and ad- 
herence to the guidelines developed by 
our group, our separate and aggregate 
professional status will become secure. 

Dorotny FE. Voss 
Editor in Chief 
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Association News 


Chapter News 


Alaska 


Although no Chapter members were able to 
attend Conference this year, they were well rep- 
resented through a photographic exhibit. In- 
formal pictures of the members framed a map of 
the 49th State which portrayed the location of 
facilities where members are employed. 


Georgia 


The Chapter newsletter mailed postconference 
time contained: a short résumé of the Minneap- 
olis Conference and the House of Delegates ac- 
tions; the note that space at the Southeastern 
Fair Association has been allotted for a Chapter 
display; and blanks for application for license 
are available from the Chapter Secretary or 
Legislative Committee Chairman. 


lowa 
The report of the Chief Delegate to the 36th 


Annual Conference received a two page spread in 
the july Chapter newsletter. Highlights of the 
House of Delegates were reported for the benefit 
of the members who did not attend Conference. 


Michigan—Eastern District 


The District newsletter Editor’s Note for July 
reveals what the summer can do to chapter and 
district activities. “As usual, your editor has 
goofed. Gardening is much more fun than 
pounding on a typewriter—. The weeds are going 
to grow no matter what, so—get busy on this long 
overdue newslettter.” 


New York—Greater New York District 


Memorial Day on Governor’s Island in New 
York Harbor was the setting for the District's 
Annual Lobster Bat. Members, relatives and 
guests enjoyed the lobster, steak, and franks 
in a very pleasant picnic area at Fort Jay: 150 
persons left the island food-happy and slightly 
sunburned. 


The newsletter provides a list, with address 
for contact, of several booklets and reprints avail- 
able to the members. 


Pennsylvania—Eastern District 


The District didn’t plan a summer picnic and 
cook-out as a 1960 conference fund raising proj- 
ect, but $20.00 was one of the profits of the eve- 
ning, at the country home of a member and his 
student member son. 

A July evening at the Philadelphia “Play- 
house-in-the-Park” was planned as a Conference 
fund raising project. The financial returns from 
this theatre party are still being counted. 


Member Commissioned 


Donald W. Stanek and Col. James N. Shigley, 
Adjutant General Section, Headquarters Fifth 
U. S. Army, discuss the Army Medical Service 
Guide for Students. 


Donald W. Stanek, commissioned a second 
lieutenant in the Army Medical Specialist Corps 
July 16, is the first physical therapist in the Fifth 
Army area to receive a commission in the Corps 
since 1956. 

Lieutenant Stanek will report to the officer ori- 
entation class, Army Medical Service School, 
Brooke Army Medical Center, Fort Sam Hous- 
ton, Texas, prior to joining the physical therapy 
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staff of Waiter Reed Army Hospital, Washington, 
D.C. 

Lieutenant Stanek received his physical ther- 
apy education at the University of Kansas Med- 
ical School. He is an active member of the APTA. 


White House Conference on 
Children and Youth 


The American Physical Therapy Association is 
one of nearly 500 national organizations affliated 
with the Golden Anniversary White House Con- 
ference on Children and Youth. Seven thousand 
delegates will receive invitations from the Presi- 
dent of the United States to attend the conference 
which is scheduled for March 27—April 2, 1960 
in Washington, D. C. This is the sixth such 
decennial conference held in the United States 
since President Theodore Roosevelt called the 
first in 1909. 

The Council of National Organizations on 
Children and Youth of the Golden Anniversary 
White House Conference on Children and Youth 
is the framework joining the several hundred 
organizations of widely different size, interests, 
and character. Shared by all is a concern for 
the well-being of children and youth that is ex- 
pressed through each organization’s own pro- 
grams and activities. 

Lucy Blair, Acting Executive Director, is the 
person officially designated to represent the 
APTA on the Council. 

The Council of National Organizations is one 
of three major groups functioning in preparatory 
work for the conference. Others are the Na- 
tional Council of State Committees on Children 
and Youth, made up of Governor-appointed citi- 
zen committees in every state and territory and 
the Interdepartmental Committee on Children 
and Youth, representing 34 agencies of the Fed- 
eral Government. 

Combined, they already have brought several 
million Americans into preconference activity, 
taking national inventory of the needs, services 
and problems of children and youth, and fur- 
nishing this information to White House Con- 
ference headquarters in Washington. 


National Organizations Asked to 
Evaluate Own Programs 


The White House Conference is receiving re- 
ports from national organizations represented in 
the Council of National Organizations on Chil- 
dren and Youth evaluating their own programs 
in terms of the future. Each organization has 
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been asked to identify some of its major unsolved 
problems, some of the areas in which it plans 
to give added future emphasis, and to formulate 
possible recommendations addressed to itself and 
others. These evaluations will be synthesized and 
edited as part of a volume of national organiza- 
tion material to be furnished to delegates as part 
of their background for the White House Con- 
ference. 


Conference Program 


“The broad concerns of every national or- 
ganization affiliated with the Golden Anniversary 
White House Conference will be included in 
some phase of the Conference program during 
the week of March 27—April 2, 1960,” according 
to Dr. Philip S. Barba of Philadelphia, chair- 
man of the Committee on Program for the White 
House Conference on Children and Youth. 

Dr. Barba explains that the program format 
for the conference will deal with youth from an 
interdisciplinary approach, rather than from a 
specialist approach. 

Each delegate will be assigned to a workgroup 
of not more than 30, including lay and profes- 
sional persons interested and active in fields re- 
lating to children and youth. The subject to be 
discussed in each workgroup will cut across 
discipline lines so as to stimulate new perspective 
and broaden knowledge by exchange of informa- 
tion and experiences. 

National organizations can make a special con- 
tribution to conference follow-up via their al- 
ready existing networks of state and local units. 
Their membership will be in a position to inspire 
general citizen action, starting next April, to 
meet the needs of youth revealed through the 
conference. 

In so doing, each organization will be further- 
ing its own aims on behalf of children and youth. 
Each can be thinking now about how it will shape 
its own assignment to see that new services, new 
technics, and new approaches come into being 
in line with the Conference's inspirational theme. 


September Meeting 


All members of the Council of National Or- 
ganizations on Children and Youth of the Golden 
Anniversary White House Conference on Chil- 
dren and Youth were invited to send two rep- 
resentatives to a meeting of the Council which 
was held September 21 and 22 at the Department 
of Health, Education, and Welfare in Washing- 
ton, D. C. Plans for participation of national 
organizations in the White House Conference 
were discussed and developed at that time. 
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American Physical Therapy Association 


Association Officers, Standing and Advisory Committees 


Boarp or Directors 


President: 
Ist Vice-President: 
2nd Vice-President 
Secretary: 
Treasurer: 
Directors: 


Agnes P. Snyder*, San Antonio, Tex. 
Mary E. Kolb*, Leetsdale, Pa. 
Dorothy Hewitt, Los Angeles, Calif. 
Jean Bailey*, Milwaukee, Wis. 
Anthony DeRosa*, Hartsdale, N. Y. 
Sarah W. Bassett, Boston, Mass. 
James M. Bauer, Storrs, Conn. ..... 
Edna M. Blumenthal, Durham, N. C. 
Kathryn J. Shaffer, Swampscott, Mass. 
Elizabeth C. Addoms, Brooklyn, N. Y. 
Dorothy A. Graves, Los Angeles, Calif. 
Susanne Hirt, Richmond, Va. 

Dorothy Fredrickson, Nashville, Tenn. 
Arthur Brown, Newark N. J. 

Florence Linduff,* Washington, D. C. 


* (Member of the Executive Committee) 


1958-196] 
1958-196] 
1958-1961 
1958-1961 
1958-1961 
1958-1961 
1958-1961 
1958-1961 
1958-1961 
1958-1960 
1956-1960 
1956-1960 
1959-1962 
1959-1962 
1959-1962 


Apvisory CounciL 


Eric Denhoff, M.D., Providence, R. I. 
Thomas F. Hines, M.D., New Haven, Conn. 
William T. Sanger, Ph.D., Richmond, Va. 
A. R. Shands, Jr., M.D., Wilmington, Del. 


1958-1961 
1956-1961 
1958-1961 
1956-1961 


Stanpinc CoMMITTEES Wayne H. Perdue, Omaha, Neb. ............... 
Dorothy Page, Albany, N. Y. 
Ellen Smith, St. Petersburg, Fla. 


James Zimmerman, Columbus, Ohio 


.. 1956-1961 
1957-1962 
1958-1963 
1959-1964 


Conference Program Committee 


— M. Erickson, Chairman, Minneapolis, 
inn. 

Mary E. Kolb, Leetsdale, Pa. 

Lois Wellock, Ph.D., Chicago, Il. 


Finance Committee 


Anthony DeRosa, Chairman, Hartsdale, N. Y. 
Eleanor J. Bader, Wilmington, Del. 
Alfred J. Szumski, Richmond, Va. 


Judicial Committee 


Clara Arrington, Chairman, Washington D. C. 
Anna L. Sweeley, El Centro, Calif. 

Harold Glicklin, Windsor Locks, Conn. 

Ivan C. Kline, Jacksonville, Fla. 

Alma H. Maga, Flossmoor, IIl. 


Nominating Committee 


Dorothy Baethke, Philadelphia, Pa. 
Ruby Decker, Galveston, Texas 
Gladdes Neff, Long Beach, Calif. . 
Beth Phillips, Milwaukee, Wis. 


1957-1960 
1958-1961 


Advisory Committee to the Department 
1959-1962 


of Professional Education 


1959-1962 
.. 1958-1963 
1958-1961 
1958-1960 
1958-1964 


Dorothy Behlow, Los Angeles, Calif. 
Thelma Pederson, Norman, Okla. ..... 
Beth Phillips, Milwaukee, Wis. 
Dorothy Hoag, Denver, Colo. 
Marjorie Ionta, N. Weymouth, Mass. 


1958-1961 
1956-1960 
1958-1961 


Advisory Committee to the Department 


954-1960 
. of Professional Services 


1956-1962 
1958-1962 
1958-1964 
1958-1964 


1956-1961 
1956-1961 
1958-1962 
1958-1963 
1958-1964 


Evangeline C. Craig, Chairman, Dallas Tex. 

Daniel Strelnick, Wauwatosa, Wis. 

Betty Nichols, Atlanta, Ga. 

Marguerite Du Rette, Portland, Ore. 

Elizabeth J. Davidson, Harrisburg, Pa. 

.. 1959-1962 
1959-1962 
1958-1960 
1958-1960 
1958-1961 


Ap Hoc 


Advisory Committee to American Physical Therapy 


Virginia Wilson, Ann Arbor, Mich. 
Review Editorial Board 


AssociaTe Epirors 


Barbara Friz, Chairman, Bethesda, Md. . 
Kathryn J. Shaffer, Swampscott, Mass. 
Jessie F. Waddell, Lansing, Mich. 
Marian Williams, Ph.D., Palo Alto, Calif. 
Margaret Bryce, Los Angeles, Calif. ... 
ApvisorY COMMITTEES 

Advisory Committee on Chapter Activities 


Helen Blood, Chairman, Menlo Park, Calif. 


1956-1960 


. 1954-1960 


1957-1959 
1958-1960 
1959-1961 


1956-1961 


Association Representative to World Confederation for 
Physical Therapy 


Agnes P. Snyder, San Antonio, Tex. 
Mary E. Kolb, Leetsdale, Pa. 
Mildred Elson, Woburn, Mass. 
Lucy Blair, New York, N. Y. 


Committee on Examinations 


Sarah Rogers, Chairman, New York, N. Y. 
Elizabeth Addoms, Brooklyn, N. Y. 

Martha Wroe, Gainesville, Fla. 

Lorraine Lake, St. Louis, Mo. 

Dorothy Fredrickson, Nashville, Tenn. 
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American Hospital Association 
Institute for Physical Therapists 


Each active member has no doubt had an 
opportunity to study the informational material 
pertaining to the next American Hospital Asso- 
ciation Institute. As a reminder, the dates are 
November 9-13, Rice Hotel, Houston, Texas. If 
you have not received an announcement and 
application, please contact the American Physical 
Therapy Association or American Hospital Asso- 
ciation. 

The Texas Chapter is making final plans for 
another successful Institute and some outstand- 
ing persons have agreed to participate. How- 
ever, since enrollment is limited, we urge you 
to discuss your possible attendance with your 
administrator and submit your application to the 
American Hospital Association promptly so there 
is no delay in processing. 

We look forward to meeting many physical 
therapists and to the opportunities to exchange 
ideas on departmental administration and man- 
agement and on professional growth. Formal 
lectures and informal discussion periods will be 
thought provoking and will challenge all of us 
in developing sound management practices. 


Elections—1960 


Directors and Nominating Committee 


Annual elections are necessary under the pres- 
ent structure of the Association. The Nominating 
Committee urges that immediate attention be 
given to suggesting possible candidates to fill 
the following vacancies which will occur in June, 
1960. 

Three directors to serve terms of three years. 
(These are to replace Elizabeth Addoms of New 
York City, Dorothy Graves of Los Angeles, and 
Susanne Hirt of Richmond, Virginia.) 

Two members of the Nominating Committee 
to serve terms of three years. (These are to 
replace Gladdes Neff of Long Beach, California, 
and Beth Phillips of Milwaukee, Wisconsin.) 

The 1959-60 composition of the Board of 
Directors, Standing and Advisory Committees ap- 
pears on page 687 of this issue of the Review. This 
listing also reveals geographical representation. 

The Nominating Committee will recommend 
a slate of candidates from the suggestions made 
by the membership, but the membership must 
first make its recommendations. Chapters have 
been asked to submit suggestions for nominees. 
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Individual members may also send to the Na- 
tional Office by Nov. 1, 1959, the names of any 
members they feel are especially qualified to serve 
for specific positions. 


Marriages 


Patricia Allen, of Minneapolis, Minn., now Mrs. Patricia 
A. Dion, Minneapolis. 

Lucille E. Alvord, of Newton Centre, Mass., to Donald 
W. Swan, Millis, Mass. 

Betty Bair, of Camp Pendleton, Calif., now Mrs. Betty 

. Lawson, Camp Pendleton. 

Constance Belot, of Milwaukee, Wis., to R. J. Prahl, 
Cicero, Ill. 

Martha J. Cahoon, of Dennis, Mass., now Mrs. Martha 
C. Works, Needham Heights, Mass. 

Philomena Cardone, of Newark, N.J., to Patrick Duggan, 
Newark. 

Emma P Cargill, of Phoenixville, Pa.. now Mrs. Emma 
C. Pattersen, Fort Knox, Ky. 

Katie L. Cawley, of Hot Springs, Ark., now Mrs. Katie 
C. Ashmore, Hot Springs. 

Rita Cleveland, of Warren, Mass., to Richard J. Fagan, 
Minneapolis, Minn. 

Betty J. Cobb, of Lake Placid, Fla., now Mrs. Betty C. 
Scott, Miami, Fla. 

Jane Conner, of Grand Rapids, Mich., now Mrs. Jane 
C. Toot, Evanston, II. 

Harriet Cronk, of Jamestown, N.D., to Willis E. Deery, 
Jamestown. 

Jane R. Deininger, of McLean, Va., to R. D. Whitaker. 
Arlington, Va. 

Katherine Doyle, of So. Pasadena, Calif.. now Mrs. 
Katherine D. Brown, San Diego, Calif. 

Willa England, of Girard, Ohio, now Mrs. Willa E. 
Hummer, Girard. 

Ruth Fiacchino, of N. Andover, Mass., now Mrs. Ruth F. 
Cole, Knoxville, Tenn. 

Myra A. Fuhr, of Buffalo, N. Y., now Mrs. Myra F. 
Beneke, Williamsville, N.Y. 

Jacqueline Geis, of Fort Lauderdale, Fla., now Mrs. Jac- 
queline G. Treece, Fort Lauderdale. 

Patricia Golden, of Albany, N.Y., to Thomas Cutie, 
Cohoes, N.Y. 

Nancy E. Hirschboeck, of Milwaukee, Wis., to Michael 
Jaekels, Park Forest, Ill. 

Lois Judd, of Maywood, IIl., to George Monto, Chicago, 
Il. 

Carol Kritt, of Chicago, Ill, to Howard Rosenblum, Los 
Angeles, Calif. 

Velda E. Marcum, of Kansas City, Mo., to Ronald M. 
Frederick, Kansas City. 

Karen McClave, of Orange, N.J., now Mrs. Karen M. 
Nicholls, Millington, Tenn. 

Barbara McWhorter, of New Haven, Conn., now Mrs. 
Barbara M. Stokoe, Delmar, N.Y. 

Manuela Melendez, of Santurce, P.R., now Mrs. Manuela 
M. Estrada, Santurce. 

Janna Murray, of Pampa, Tex., to R. G. Alexander, 
Houston, Tex. 

Linda R. Nelson, of Detroit, Mich., to E. R. Collins, De- 
trot. 

Constance A. Northrup, of Springfield, Mass., now Mrs. 
Constance N. Wickman, Springfield. 

Gertrude Oliver, of Baltimore, Md., to Jerry McKenzie, 
Cleveland, Tenn. 
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Jewel Peck, of Peoria, Ill, now Mrs. Jewel P. Fleming, 
Colchester, Ill. 

Joan Silverberg, of Birmingham, Ala., now Mrs. Joan S. 
Bergman, Birmingham. 

Martha C. Smith, of Scott AFB, Ill., now Mrs. Martha 
S. Sperandio, Scott AFB. 

Marcene Steffen, of Great Bend, Kans., now Mrs. Mar- 
cene S. Olson, Topeka, Kans. 

Corinne Terhune, of Burley, Idaho, now Mrs. Corinne T. 
Ellingham, Minneapolis, Minn. 

Frances A. Trivison, of Cleveland, Ohio, now Mrs. Fran- 
ces T. Chepey, Youngstown, Ohio. 

Janet A. Thorne, of Walnut Creek, Calif.. now Mrs. 
Janet T. Ramseier, Carmichael, Calif. 

Victoria H. Waller, of Madison, Wis., to Douglas A. 
Yanggen. Madison. 

Bonnie L. Weiler, of Philadelphia, Pa. to John C. 
Jackson, Reading, Pa. 

Phyllis Wilcken, of Salt Lake City, Utah, now Mrs. Phyl- 
lis W. Clapp, Salt Lake City. 

Beverly D. Williams, of Bridgeport, Conn. now Mrs. 
Beverly W. Novak, Fairborn, Ohio. 

Daphne Williams, of Cincinnati, Ohio, to Ernest L. Rob- 


inson, Covington, Ky. 
of Omaha, Nebr., to John Steffen, 


Eleanor Williams, 
Omaha. 

Winifred G. Williams, of Asheville, N.C., now Mrs. Wini- 

fred W. Cawthorn, Statesville, N.C. 
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Jean Woolley, of Pawtucket, R.I., now Mrs. Jean W. 
Plourde, Pawtucket. 

Betty J. Zachary, of Peapack, N.J., to Robert C. Wagner, 
Basking Ridge, NJ. 

Barbara R. Zwicker, of Milton, Mass., to Kenneth W. 
Brenton, Hartford, Conn. 


Members’ Publications 


Dorothy Fredrickson, Director, Physical Ther- 
apy Department, Vanderbilt University Hospital, 
is co-author with Robert E. Merrill, M.D., of an 
article entitled “Landry-Guillain-Barré Syn- 
drome” published in the Journal of Pediatrics, 
June, 1959. 

Theodore F. Childs is co-author with Milton 
Holtzman of “Postoperative Management and Re- 
habilitation of the Hemipelvectomized Patient.” 
published in the Archives of Physical Medicine 
and Rehabilitation, June, 1959. Mr. Childs is 
Chief, Physical Therapy Section, Brooklyn Vet- 
erans Administration Hospital, Brooklyn, New 

ork. 


Education 


The National Foundation’s 
Health Scholarship Program 


Of vital interest to every member of our Asso- 
ciation is the Health Scholarship program of The 
National Foundation (formerly The National 
Foundation for Infantile Paralysis.) Through this 
bold and imaginative program, The National 
Foundation is offering 515 Health Scholarships 
of $500 each, renewable yearly for a total of four 
years to high school seniors to help them prepare 
for careers in medical social work, medicine, 
nursing, occupational therapy, and physical ther- 
apy. This year, the total allotment is $257,500. 
By 1°62, The National Foundation will be award- 
ing $1,030,000 of March of Dimes funds per year 
to young people seeking to enter the five pro- 
fessions benefiting from the program. 

This year 4,600 applications were received 
for the 515 available scholarships. Of these, more 
than 500 came from persons waiting to enter 
schools of physical therapy. Each profession has 
a total of 103 scholarships per year allotted to it. 
Applications for the other fields were as follows: 
medical social work, 200; medicine, 1,100; nurs- 


ing, 2,500; occupational therapy, 300. No appli- 
cations for physical therapy were received from 
the states of Arkansas, Arizona, or the District 
of Columbia. 


What is happening to the 400 young people 
who applied for, and did not receive, a Health 
Scholarship in physical therapy? Are they peo- 
ple who had already decided upon this profes- 
sion, and applied because the scholarship was 
available? Will all or most of them enter schools 
of physical therapy this fall even though they did 
not receive the scholarship? Or are they people 
who cannot attend college without financial as- 
sistance? Or perhaps they fall in both categories. 
In which case, what proportion will enroll in 
physical therapy courses? What proportion of 
the applicants received the initial stimulation to 
choose physical therapy as a profession from the 
publicity attendant upon The National Founda- 
tion’s program? Students entering physical ther- 
apy schools this fall may be able to supply some 
of the answers to these questions. 

Roughly eight times as many young people 
applied for the scholarships in the health pro- 
fessions as could receive them. This indicates the 
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existence of a pool of potential physical therapy 
students which we are not at present tapping. It 
seems reasonable to suppose that young people 
who are deeply interested in medical or nursing 
careers might find the satisfactions they are seek- 
ing in the profession of physical therapy. How 
can we reach them, to tell them so? 


OVR Rehabilitation Grant Received 


The American Physical Therapy Association 
has been the fortunate recipient of a rehabilita- 
tion grant from the Office of Vocational Rehabili- 
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tation enabling the Association to conduct a five 
day institute for physical therapy teaching per- 
sonnel in the spring of 1960. 

The APTA Board of Directors will appoint a 
committee of three physical therapists to assist 
in planning and conducting the institute, includ- 
ing: 1) stating eligibility requirements to aid in 
screening applications, 2) developng the pro- 
gram, 3) selecting faculty. The general topic of 
the program, suggested and voted upon by faculty 
members of the physical therapy schools last year, 
is “Therapeutic Exercise—Comparisons and Con- 
trasts,” 


The University of North Carolina Division of Health Affairs. Shown here are the Schools of 
Dentistry, Medicine, Nursing, Public Health, and North Carolina Memorial Hospital. A new 
School of Pharmacy building is under construction in the same area. 


University of North Carolina 


This past June, Shirley Cloninger of Dallas, 
North Carolina, was awarded the degree of bach- 
elor of science in physical therapy by the Uni- 
versity of North Carolina. This was a history 
making event. 

It was the first time in the history of the state 
that such a degree had ever been awarded. It 
was fitting and proper that physical therapy his- 
tory be made at the University of North Carolina, 
as the University is a history making school. It 
is the nation’s first state university, having opened 
its doors to its first students in 1795. The Uni- 
versity which is located in Chapel Hill, popula- 
tion 18,000, is renowned as a center of liberal 
thought and learning. 

The University of North Carolina School of 


Medicine, which is located on the University 


campus, was first established in 1879 and oper- 
ated under various plans until 1911. From 1911 
to 1952 it was a two year school. It expanded 
into a full four year program in the fall of 1952. 

The Section of Physical Therapy, activated in 
1957, is a division of the UNC School of Medi- 
cine. Earlier a department of physical therapy 
came into being with the opening, in 1952, of the 
North Carolina Memorial Hospital, the teaching 
hospital of the School of Medicine. 

The degree program in physical therapy at the 
University of North Carolina is the only such pro- 
gram for undergraduates in the Southwest with 
the exception of the one at the Medical College 
of Virginia. The School of Medicine of the Uni- 
versity of North Carolina grants the degree of 
bachelor of science in physical therapy upon sat- 
isfactory completion of the four year program 
of study. The aim of the program is to develop 
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competent physical therapists with a well rounded 
liberal education, whose educational background 
prepares them for professional study and partici- 
pation in the total health program which centers 
about the welfare and care and treatment of the 
patient. Strengthening health services to local 
communities in the state through physical therapy 
is a primary aim. 

The program is designed to be completed in 
four calendar years. During the first two years 
the student completes a prescribed curriculum 
at the University or at another accredited insti- 
tution. Students wishing to transfer to the Chapel 
Hill campus should maintain close liaison with 
the staff of the Section of Physical Therapy to 
assure proper planning of courses. Women are 
eligible to enter this four year program as fresh- 
men on the Chapel Hill campus. 

The third and fourth years, consisting of 
courses in the Section of Physical Therapy of the 
School of Medicine, must be completed at the 
University in Chapel Hill. It is required that all 
applicants have a personal interview. Enrollment 
in the first two years does not automatically as- 
sure the student of a place in the Junior class. 
Enrollment in the last two years is limited and 
students will be accepted on a competitive basis. 

A unique feature about the UNC Section of 
Physical Therapy is that it is a part of the UNC 
Division of Health Affairs. The Division is com- 
posed of the UNC Schools of Dentistry, Medicine, 
Nursing, Pharmacy, Public Health, and the North 
Carolina Memorial Hospital. 

This division was established 10 years ago for 
the purpose of integrating and correlating the 
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work of all the related professional schools and 
the hospital in their teaching and research devel- 
opments within the University and the state. 
There is, perhaps, no other organization in the 
world with five schools in the field of health 
science and a teaching hospital all within one 
administrative unit. It gives the physical therapy 
student a wide range of course offerings in the 
Division as well as from the main campus. Gradu- 
ate study for physical therapy is also planned to 
take advantage of these varied offerings. 

An editorial in the New York Times said of 
the Division of Health Affairs, “What has been 
created at Chapel Hill is a model for medical care 
and medical education whose influence is sure to 
extend throughout the Southern region, and the 
regional influence will be felt throughout the 
nation.” 


A Mouse Called “Funnyfoot”’ 


A sick little mouse and an observant young girl 
have leading roles in a scientific drama which 
may one day reach its climax in the conquest 
of one of the most tragic diseases known to man- 
kind, muscular dystrophy. 

It was the girl, Ann Michelson, who gave the 
limping rodent the name by which he is popu- 
larly known—Funny/foot; his official laboratory 
designation is the dy mouse. Ann, a pretty 20- 
year-old Smith College undergraduate, first met 
Funnyjoot in the summer of 1953 when she was 
a student apprentice at the Roscoe B. Jackson 
Memorial Laboratory in Bar Harbor, Maine. This 
institution is the world’s largest source of supply 
for the standard inbred strains of mice which 
are of such vital importance in many areas of 
medical research. 


In the numerous rodent colonies at Bar Har- 


Descendants of Funnyfoot 
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bor, there were some 190,000 mice—a disturbing 
set of companions for most girls, but not for Ann 
who was already contemplating a medical career. 

Her assignment at Bar Harbor was to test 
mice for diseases of the nervous system. One 
day, she was given a specimen from the strain 
labeled 129, cultivated by one of the laboratory’s 
senior staff scientists, Dr. Elizabeth S. Russell. 
The mouse was a sick, stunted little creature with 
rough fur and, as Ann put it, “a funny way of 
using his back feet.” Hence his name. 

Though the nature of Funnyfoot’s ailrnent was 
unknown, it had already been established that 
he was not a mere freak, but what geneticists 
call a mutant. The condition from which he 
suffered had appeared spontaneously in the 129 
strain some two years before and kept occurring, 
according to a consistent hereditary pattern, 
among members of that particular inbred colony. 

Under the direction of Dr. Russell, Ann began 
to investigate the nervous system of the crippled 
little mouse. Repeated testing, however, dis- 
closed no neurological lesions. Absorbed by the 
problem, she took some normal specimens of the 
129 strain back to college. continuing her de- 
tailed and exacting, but fruitless, studies through- 
out the course of her senior year. 

The next summer, she returned to Bar Harbor. 
And now her thoughts began to move in a 
radically new direction. In fact, she had a brain- 
storm. If, as her experiments seemed to prove, 
Furnyfoot’s nervous system was intact, was it 
possible that the muscle tissue alone was in- 
volved? 

Primary muscle disease is rare in animals. It 
had never been known to occur in any animal 
of known genetic background. Nevertheless, Ann 
persisted with this new line of investigation, and 
the long chance paid off. Photomicrographs of 
muscle sections from the diseased mouse showed 
marked aberrations from the normal, a great 
excess of fat cells and connective tissue. 

Ann was puzzled. She had never encountered 
anything quite like this before. She did not know 
how to interpret the abnormalities her greatly 
enlarged photos revealed. So she decided that 
the time had come to consult her senior col- 
leagues at the laboratory—tell them about the 
new direction of her work, show them the per- 
plexing pictures. 

Here, again, chance took a hand in the story. 
In 1955, when Ann made her discovery, few 
scientists were qualified to assess its significance. 
The only concentrated research program in the 
field of muscular dystrophy was that sponsored 
by a health agency which was itself only five 
years old, Muscular Dystrophy Associations of 
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America. Founded by a handful of people in 
New York, most of them parents of dystrophic 
children, MDAA had rapidly grown into a nation- 
wide organization. By means of grants-in-aid, 
it was supporting investigators interested in the 
still relatively unexplored area of muscle diseases. 

As it happened, one of these investigators, Dr. 
Pinckney J. Harman, was a member of the Bar 
Harbor staff. He stared at Ann’s pictures with 
amazement. To his trained eye, the blowups of 
Funnyfoot’s muscle tissue showed the character- 
istic deterioration, the unmistakable signs of 
muscular dystrophy. 

Dr. Harman lost no time in seeking confirma- 
tion of his extraordinary finding. At his request, 
Dr. Ade T. Milhorat, chairman of MDAA’s Med- 
ical Advisory Board, and Dr. Kari E. Mason, 
another member of the board, came posthaste 
to Bar Harbor. They agreed that—to the extent 
that nonvirus, nonbacteriological disease in man 
and animal can be compared—Funny/foot did in- 
deed suffer from muscular dystrophy. 

The importance of this accidental discovery 
cannot be overestimated. Among the factors 
impeding full scale research into muscular dys- 
trophy was the lack of a standard laboratory 
animal. If Funnyfoot could be produced in sufh- 
cient quantities, an ideal tool would be available 
to scientists investigating the mysteries of this 
crippling progressive disease. What makes the 
mouse such a boon to researchers is that, while 
it resembles human beings in its biological char- 
acteristics, its brief life cycle telescopes the time 
needed to complete experiments. 

It became a prime objective of MDAA to 
accelerate production of the dy mouse. A grant, 
in excess of $50,000, enabled the Bar Harbor 
institution to expand the hitherto marginal facil- 
ities it had devoted to this objective. For a 
time, there were difficulties; the natural incidence 
of the disease in members of the 129 strain was 
only one in four and the sick little creatures 
rarely reached maturity. But a transplant method 
devised by Dr. William S. Murray, associate 
director of Jackson Memorial Laboratory, and 
later refined by one of his colleagues, has so 
increased Funnyfoot’s numbers that specimens 
are now available to all researchers who can 
make use of him. Continuing MDAA grants to 
Bar Harbor assure the maintenance of the strain 
and also support the institution’s own studies 
of the mutant. 

This year, MDAA’s Institute for Muscle Dis- 
ease—a $5,000,000 research facility dedicated to 
the study of muscular dystrophy and related 
neuromuscular disorders—begins operations in 

(continued on page 705) 
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SHORT TERM COURSES FOR GRADUATE PHYSICAL THERAPISTS 


Title of Course 


Sponsor of Course 


For Details Contact 


Dates of Course 


Cerebral Palsy 


Physical Therapy in the 
Care of Neuromuscular 
Disease 


Technics of Neuro- 
muscular Reeducation 


Functional Bracing of 
the Upper Extremities 


Upper Extremities 
Prosthetics 


Lower 


Extremity 
Prosthetics 


Above-Knee Prosthetics 


Below-Knee Prosthetics 


The North Carolina 
bral Palsy Hospital 
Durham, North Carolina 


Georgia Warm Springs , 
Foundation 
Warm Springs, Georgia 


California Rehabilitation 
Center 
Vallejo, California 


U. of California and U. S. 
Office of Vocational 
Rehabilitation 


Postgraduate Medical School 
& College of Engineering 
New York University 


U. of California and U.S. 
Office of Vocational 
Rehabilitation 


Postgraduate Medical School 
& College of Engineering 
New York University 


U. of California and U.S. 
Office of Vocational 
Rehabilitation 


Northwestern U. and U. S. 
ce of Vocational 
Rehabilitation 


U. of California and U.S. 
Office of Vocational 
Rehabilitation 


Postgraduate Medical School 
& College of Engineering 
New York University 


Northwestern U. and U. S. 
Office of Vocational 
Rehabilitation 


Cere- Dr. Lenox D. Baker 


Medical Director 
No. Carolina C. P. Hosp. 
Durham, North Carolina 


Robert L. Bennett, M.D. 
Medical Director 

Ga. Warm Springs Found. 
Warm Springs, Georgia 


Margaret Knott, Chief P. T. 
Calif. Rehab. Center 
Vallejo, Calif. 


Prosthetics Education Pro- 


gram 

Rm. B4-229, Medical Center 
University of California at 
Los Angeles 24, California 


Prosthetics Ed. Program 
New York University 
Postgrad. Medica] School 
550 First Avenue 

New York 16, N.Y. 


Prosthetics Education Pro- 


gram 
Rm. B4-229, Medical Center 
University of California at 
Los Angeles 24, California 


Prosthetics Ed. Program 
New York University 
Postgrad. Medical School 
550 First Avenue 

New York 16, N.Y. 


Prosthetics Education Pro- 


gram 

Rm. B4-229, Medical Center 
University of California at 
Los Angeles 24, California 


Director of Prosthetic Edu- 
cation 

Northwestern U. Med School 

401 E. Ohio St. 

Chicago 11, Illinois 


Prosthetics Education Pro- 


gram 
Rm. B4-229, Medical Center 
University of California at 
Los Angeles 24, California 


Prosthetics Ed. Program 
New York University 
Postgrad. Medical School 
550 First Avenue 

New York 16, N.Y. 


Director of Prosthetic Edu- 
cation 

Northwestern U. Med School 

401 E. Ohio St. 

Chicago 11, Illinois 
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Courses arranged according 
to individual need—duration 
3 months 


January 
Apri! 
October 


January 1 
April 1 
July 1 
October 1 


June 13—17, 1960 


Oct. 26—Nov. 6, 1959 
May 31—June 10, 1960 


May 9—13, 1960 


Feb. 15—26, 1960 
Apr. 18—29, 1960 


Nov. 16—20, 1959 


Dec. 14—18, 1959 
June 20—24, 1960 


Dec. 14—18, 1959 
Jan. 18—22, 1960 
Feb. 29—Mar. 4, 1960 
April 4—8, 1960 


Dec. 17—18, 1959 
Jan. 14—15, 1960 
Mar. 17—18, 1960 
Apr. 7—8, 1960 


Feb. 8—19, 1960 
March 7—18, 1960 
May 9—20, 1960 
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Schools Offering Courses in Physical Therapy 


sy THE CounciL On Mepicat Epucation anp Hospitats 
OF THE AMERICAN MepicaL ASSOCIATION 


Schools offering the four year program leading to a baccalaureate degree accept high school gradu- 


ates and transfer students. Schools offering the 12 to 16 months’ program leadin 


to a certificate accept 


students who have completed all or most of their undergraduate work providing they meet certain course 
requirements. Recipients of a degree and/or certificate have equal professional status. For specific infor- 
mation regarding each school’s entrance requirements, curriculum, tuition and other fees, write to the physi- 
cal therapy director indicated below. All students should investigate course requirements early. 


Certifi- 


cate 


Degree 
CALIFORNIA 
Mary J. Dodge 
School of Physical Therapy 
Childrens Hospital Society 
1614 Sunset Boulevard 


Los Angeles 27 


Ronald A. Hershey 

School of Physical Therapy 
College of Medical Evangelists 
Loma Linda 


Lucille Daniels 

Division of Physical Therapy 
School of Medicine 

Stanford University 

Stanford (Palo Alto) 


Margery L. Wagner 

Curriculum in Physical Therapy 
University of California 

The Medical Center 

San Francisco 22 


Charlotte W. Anderson 
Department of Physical Therapy 
University of Southern California 


Los Angeles 7 
COLORADO 

Dorothy Hoag 

Curriculum in Physical Therapy 


University of Colorado Medical School 
Denver 20 


CONNECTICUT 
James M. Bauer 
Acting Director 
School of Physical Therapy 
U 101 University of Connecticut 
Storrs 


ILLINOIS 
Elizabeth C. Wood 


Course in Physical Therapy 
Northwestern University Medical 
303 East Chicago Avenue 
Chicago ll 


1OWA 


Olive C. Farr 

Physical Therapy 

State University of lowa Hospitals 
lowa City 


School 


* Accepts women students only. 


t Baccalaureate degree available from an affiliating 
college or university. 


Certifi- 


Degree cate 


KANSAS 
Ruth G, Monteith 
Section of Physical Therapy Education 
University of Kansas Medical Center 
Kansas City 12 


LOUISIANA 
(Not accepting students during 1958-1959) 
Director 
School of Physical Therapy 
Charity Hospital of Louisiana 
New Orleans 12 


MARYLAND 
Gladys E. Wadsworth, Ph.D. 
Department of Physical Therapy 
School of Medicine 
University of Maryland 
Baltimore 1 


MASSACHUSETTS 
Adelaide L. McGarrett 
Physical Therapy Department 
Boston University Sargent College 
University Road 
Boston 15 


Constance K. Greene 
Department of Physical Therapy 
*Bouvé-Boston School, Tufts University 
Medford 55 


Shirley M. Cogland 

*Program in Physical Therapy 
Simmons College 

The Fenway 

Boston 15 


MICHIGAN 
Virginia Wilson 
Curriculum in Physical Therapy 
The University of Michigan 
University Hospital 
Ann Arbor 


MINNESOTA 
Dale V. Shaffer 
School of Physical Therapy 
Mayo Clinic 
Rochester 
Wilbur L. Moen 
Course in Physical Therapy 
University of Minnesota 
860 Mayo Memorial Building 
Minneapolis 14 
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Sr. M. Imelda, S.S.M. Tt 
Department of Physical Therapy 

St. Louis University 

1325 South Grand Boulevard 

St. Louis 4 


Beatrice F. Schulz 7 
Department of Physical Therapy 
Washington University School of Medicine 
660 So. Kingshighway 


St. Louis 10 
NEW YORK 
Dorothy L. McLaughlin t 


Albany Medical College 
Division of Physical Therapy 
Albany 8 


Mary E. Callahan 7 
Courses for Physical Therapists 
Columbia University 

College of Physicians & Surgeons 

630 West 168th Street 

New York 32 


Elizabeth C. Addoms t 
Physical Therapy Curriculum 

School of Education, New York University 
Washington Square East 

New York 3 


Mildred F. Heap 7 
Program in Physical Therapy 
University of Buffalo 

3435 Main Street 

Buffalo 14 


NORTH CAROLINA 


Helen Kaiser 

Division of Physical Therapy 

Box 3403, Duke University Medical Center 
Durham 


Margaret L. Moore t 
Section of Physical Therapy 

School of Medicine 

University of North Carolina 

Chapel Hill 


OHIO 
Robert D. Kruse, D.P.E. t 


Course in Physical Therapy 

Frank E. Bunts Educational Institute 
2020 East 93rd Street 

Cleveland 6 


Gladys G. Woods t 
Curriculum of Physical Therapy 

Ohio State University 

University Hospital 

Columbus 


* Accepts women students only. 


college or university. 


t Baccalaureate degree available from an affiliating 


Please direct all inquiries regarding tuition, entrance requirements and other specific 
information to the school and not to the American Physical Therapy Association. 
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OKLAHOMA 
Thelma Pedersen tT 
School of Physical Therapy 

University of Oklahoma, Medical Center 
Oklahoma City 4 


PENNSYLVANIA 
Dorothy E. Baethke T 
Division of Physical Therapy 
University of Pennsylvania 
3901 Pine Street 
Philadelphia 4 


Kathryn Kelley t 
Division of Physical Therapy 

D. T. Watson School of Physiatrics 
Leetsdale 


PUERTO RICO 
(All classes given in Spanish) 
Lutgarda V. Piieiro 
School of Physical & Occupational Therapy 
Candelaria & Mandry Streets 
Stop 22, Santurce 


TEXAS 
Doris E. Porter t 
Grady Vaughn School of Physical Therapy 
Baylor University Medical Center 
Dallas 10 


Cecelia J. Lee t 
School of Physical Therapy 
Hermann Hospital 


Houston 25 


Ruby Decker t 
School of Physical Therapy 

The University of Texas Medical Branch 
Galveston 


VIRGINIA 
Susanne Hirt t 
School of Physical Therapy 
Medical College of Virginia 
Richmond 19 


WISCONSIN 
Beth J. Phillips + 
Curriculum in Physical Therapy 
Marquette University School of Medicine 
561 North 15th Street 
Milwaukee 3 
Margaret Kohli t 
Course in Physical Therapy 


University of Wisconsin 
Madison 6 


U. S. ARMY MEDICAL SERVICE 
*Physical Therapy Course 
Army Medical Service School 
Brooke Army Medical Center 
Fort Sam Houston, Texas 


Write to: The Surgeon General 
Department of the Army 
Washington 25, D.C. 

Att.: Personnel Division 
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Abstracts 


Pain and the Frozen Shoulder 
H. P. Kopell and W. A. L. Thomp- 


son (Neuromuscular Study Group, 
New York University-Bellevue Med- 
ical Center, New York), Surc. GYN. 
Onst., 109:92-96 July 1959 


Chronic shoulder disability is usually 
associated with pain and restriction 
of motion. These are the major con- 
stituents of the syndrome known as 
the frozen shoulder. The etiology and 
the location of the condition have 
not as yet been definitely established. 
Treatments for the frozen shoulder 
are many and varied. These treat- 
ment forms have had sporadic results, 
and in some cases little influence on 
the course of the affliction. Dissatis- 
faction with the results of treatment 
to date led the authors to re-explore 
the condition. 

The possibility of a compressive 
neuropathy of a nerve about the 
shoulder was considered. The pain 
area led to the motor supply of the 
posterior aspect of the shoulder. 
Here two nerves would seem vulner- 
able to trauma from surrounding 
structures. These are the axillary 
and the suprascapular nerves. The 
axillary nerve can be eliminated be- 
cause it is a mixed nerve with a 
direct skin representation. There 
have been no sensory findings on ex- 
amination to implicate this nerve. 
The suprascapular nerve meets the 
requirements. It is a motor nerve 
with sensory fibers for muscles and 
joints. The nerve is vulnerable to 
trauma as it passes through the fora- 
men formed by the superior trans- 
verse ligament closing the supra- 
scapular notch. The nerve has a rela- 
tively fixed origin from the upper 
trunk. It is also fixed by its muscu- 
lar and joint ramifications; there- 
fore, at extremes of motion when the 
nerve is taut the foramen edges can 
exert pressure. It was demonstrated 
by dissection that the nerve would 
be rendered taut by forward motion 
of the shoulder girdle, especially 
when the arm was brought into 
forced cross body adduction. It is 
believed that the tightened supra- 
scapular nerve can exert traction 
force on the upper trunk of the bra- 
chial plexus. This can be responsible 
for the complaint of the diffuse, deep 
pain in the arm and forearm often 
noted in cases of frozen shoulder. 

To test the hypothesis that the 
suprascapular nerve was the source 
of pain, suprascapular blocks were 
used in more than 20 cases. In all in- 
stances there was substantial pain 
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relief within 24 hours. This relief 
lasted from 3 to 7 days. Repeated 
suprascapular injections of hydrocor- 


tisone in many cases eliminated 
pain. 
Additional proof was found in 


three cases which warranted surgical 
intervention. The  suprascapular 
nerve was found to be swollen and 
presented a tight fit within the supra- 
scapular foramen. Section of the 
suprascapular ligament revealed a 
transverse indentation of the nerve 
at the site of former ligament pres- 
sure. The operation provided relief 
of pain and gradual increase in the 
range of pain free motion. 

It is the authors’ belief that a com- 
pressive neuropathy of the supra- 
scapular nerve can exist as a “pure” 
entity or in association with restric- 
tion of scapulohumeral motion. Al- 
though this neuropathy may occur 
without pertinent history, there is 
one force direction which has been 
observed to cause the nerve trauma. 
The force is one that causes the scap- 
ula to wing laterally and forward as 
when the arm is brought forward 
across the body. 


“Psychogenic” Pain and the Pain 
Prone Patient 


George L. Engel (Department of 
Psychiatry and Medicine, University 
of Rochester School of Medicine and 
Dentistry, Rochester, New York), 
Am. J. Mep. 26:899-916, June 1959 


Pain is a cardinal manifestation of 
illness, and the relief of pain is prob- 
ably the most common demand made 
by the patient upon the physician. 
In spite of its importance, it is aston- 
ishing how little we understand pain. 

It is generally believed that pain 
has two components: the sensation 
which arises when pain receptors are 
stimulated and the reaction to this 
sensation. When a patient complains 
of pain, it is taken for granted that 
pain end organs are being stimulated. 
However, if no pathological process 
can be located, the patient's pain is 
thought to be “imaginary,” even 
though he is still suffering. In recent 
years, the term “psychogenic” pain 
has been applied to those conditions 
in which no other cause of pain can 
be determined. In order to under- 


stand “psychogenic” pain, one must 
relinquish the notion that pain must 
originate in peripheral receptors and 
nowhere else. 

What is experienced and reported 
as pain is a psychological phenome- 
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non. Developmentally, pain evolves 
from patterns of impulses arising 
from peripheral receptors. The psy- 
chic experience, pain, develops from 
what was originally only a reflex or- 
ganization. Once the psychic organi- 
zation necessary for pain has evolved, 
the experience, pain, no longer re- 
quires peripheral stimulation to be 
provoked. Since the experience, pain, 
and the sensory experiences from 
which it evolves are part of the bio- 
logical equipment whereby the per- 
son learns about the environment and 
his body and since this has a special 
function as a warning or indicator of 
damage to body parts, pain plays an 
important role in the total psycho- 
logical development of the person. 

Clinically, patterns originating in 
the periphery confer certain qualities 
on the pain experience that permit 
the physician to make a presumptive 
diagnosis of an organic lesion. Clin- 
ical psychological studies of all varie- 
ties of patients with pain reveal that 
some persons are more prone than 
others to use pain as a psychic regu- 
lator, whether the pain includes a 
peripheral source of stimulation or 
not. These patients are referred to 
as “pain-prone”™ patients. 

Pain-prone persons usually show 
some or all of the following features: 
(1) a prominence of conscious or un- 
conscious guilt, with pain serving as 
a means of atonement; (2) a back- 
ground that tends to predispose using 
pain for such purposes; (3) a his- 
tory of suffering, defeat, and intol- 
erance of success; (4) a strong 
aggressive drive which is not ful- 
filled; (5) develoment of pain as a 
replacement for a loss; (6) a ten- 
dency toward sadomasochistic type 
of sexual development; (7) location 
of pain determined by unconscious 
identification with a love object; (8) 
psychiatric diagnoses of conversion 
hysteria, depression, hypochondriasis, 
and paranoid schizophrenia. 

Since pain is an experience, the 
physician is dependent upon the re- 
port of the person experiencing it for 
any information about this pain. 
Even though “psychogenic” pain is 
only and always a psychic phenom- 
enon, it is important to know whether 
or not what is being experienced as 
pain includes disordered patterns 
originating in nerve endings. The in 
terview technic which permits the 
patient to speak of himself, his fam- 
ily, and his relationships as well as 
of his symptoms, and which does 
not force a separation between what 
is regarded as organic and what is 
regarded as psychological or social 
will be tremendously productive in 
clarifying a patient's illness. 
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A Study of the Degenerated Dise 


Thomas E. Cook (Lisbon Veterans 
Administration Hospital, Dallas, 
Texas), G.P., 19:85-88, June 1959 


Degeneration of the disk is the pri- 
mary cause of back disability. The 
sequelae produced from disk degen- 
eration are: settling of vertebrae, un- 
due pressure on posterior structures 
sprain joints and devel- 

Pp thritis. Discogra- 
hy, a LF consisting of inject- 
ing opaque media into the degener- 
ated disk and X-raying it, demon- 
strates more clearly the pathological 
process than do previous methods. 
Discograms prove of great value in 
the asseessment of secondary effects 
that have taken place. 

Clinical observation of patients re- 
veals the common complaints to be 
dull aching after unusual exertion, 
and stiffness after rest, disappearing 
when motion is resumed. Fatigue 
causes slumping and backache. Ma- 
jor lower back disability is by crises 


(“spells”) which occur two or three. 


times a year. 

The history of degeneration of 
most disks extends over many years. 
The author concluded from a study 
of 200 patients that there are four 
stages apparent: the first, narrowing 
of the space before evident by rou- 
tine X ray; second, slight and mod- 
erate narrowing; third, marked nar- 
rowing; and lastly, when the space 
is obliterated as a result of vertebral 
fusion. 

The first stage is characterized by 
undue mobility of the intervertebral 
segment. Symptoms are subjective. 
In the second stage is found the bulk 
of the most painful backs. The diag- 
nosis is rupture of the disk with the 
superimposed vertebrae in the proc- 
ess of settling, and osteoarthritis. In 
the third stage, complete settling of 
the disk occurs and is commonly 
accompanied by  spondylolisthesis. 
The fourth stage is rarely seen and 
offers marked contrast to the earlier 
stages. There is no obliteration of 
the intervertebral space with fusion 
of the vertebra. No symptoms are 
present. 

Crises may be prevented by not 
overloading and subluxing the unsta- 
ble joint, by proper seating for long 
trips, by resting burdens on hips 
while carrying them and by abstain- 
ing from a show of strength. Physical 
labor should be done in the erect 
posture and without twisting the 
torso. 

At the present time an operation 
has been developed which will re- 
store to normal width a narrowed in- 
tervertebral space. Relief of pain 
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ocours and the patient is back to 
work in some three weeks. Disks are 
many, however, and ability to per- 
form such operations is rare; thus, 
for the present, the bulk of the ach- 
ing backs must be treated conserva- 
tively. Salicylates, bed rest on a firm 
mattress, and a brace are helpful. 
Flexion exercises may be tried. 


Neurosurgical Relief of Intention 
(Cerebellar) Tremor. A Prelimi- 
nary Report 


Irving S. Cooper and Nicholas Po- 
loukhine (Department of Neurosur- 
gery, St. Barnabas Hospital, New 
York), J. Am. Gertat. Soc., 7:443- 
445, May 1959 


It is generally agreed that the tremor 
seen in cerebellar degenerative dis- 
eases, in some cases of cerebellar 
tumor, and in multiple sclerosis is 
different from the tremor in parkin- 
sonism. Cerebellar tremor is usu- 
ally not present when the involved 
extremity is at rest but appears only 
when the extremity is used for a 
voluntary motor act. This tremor is 
not relieved by medications and has 
usually been refractory to any forms 
of therapy. 

The authors’ experiences in over 
1000 basal ganglia operations for 
parkinsonism involved observations 
of both intention tremor and resting 
tremor in some of the more severe 
cases. Both types of tremor were 
relieved by  chemothalamectomy 
which is now considered the pro- 
cedure of choice for the treatment 
of parkinsonism. 

The purpose of this paper is to 
point out the beneficial results of 
chemothalamectomy in the treatment 
of pure intention tremor. In their 
parkinsonian tremor series, the au- 
thors have 6 year follow-up studies 
of cases in which there has been no 
recurrence of the tremors. However, 
the experience in the intention (cere- 
bellar) tremor series is limited to a 
6 month follow-up. The surgical 
lesion placed in the thalamus inter- 
rupts nerve fibers entering the thal- 
amus from the globus pallidus, red 
nucleus and cerebellum, and prob- 
ably also the vestibular nucleus. 

Considerable evidence accumu- 
lated in the course of physiologic 
operations upon the central nervous 
system indicates that a partially dam- 
aged system may produce more ab- 
normal symptoms than a totally dam- 
aged system particularly if compen- 
sating mechanisms exist in one or 
both cerebral hemispheres. 
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High-Level Wellness for Man and 
Society 


Halbert L. Dunn (Chief, 
Office of Vital Statistics 
Health Service, U.S. 
Health, Education and Welfare, 
Washington, D.C.), Am. J. Pun. 
49:786-792, June 1959 


National 
Public 


Department of 


To most of us health means the ab- 
sence of disease and infirmity. If, in- 
stead of concentrating fixedly on 
disease and death we would focus 
our gaze on the condition termed 
good health we would be accepting 
the concept of positive health. We 
would see that good health or well- 
ness is not a single amorphous con- 
dition but rather that it is a complex 
state made up of overlapping levels 
of wellness. As we come to recog- 
nize these levels objectively, more 
or less as we now diagnose one dis- 
ease from another, we will realize 
that the state of being well is not 
a relatively flat uninteresting area of 
“unsickness” but is rather a fasci- 
nating and ever changing panorama 
of life itself. 

The author lists 4 factors as rea- 
son for need of the concept of posi- 
tive health: 1) a shrinking world, 
2) a crowded world, 3) an older 
world, 4) a world of mounting ten- 
sions. These factors have changed 
the problems which face medical and 
public health professions. A great 
range of neurotic and functional ill- 
nesses which seldom destroy life but 
which interfere with living a pro- 
ductive and full life zre on the in- 
crease. 

The author suggests that we must 
shift from considering sickness and 
wellness as a dichotomy, towards 
thinking of disease and health as a 
graduated scale. He presents a health 
grid representing such a graduated 
scale of health. On this grid are two 
axes, one is called the health axis 
which ranges from death to peak 
wellness. The other axis is called 
an environmental axis which in- 
cludes physical and biological fac- 
tors and socioeconomical compo- 
nents which affect the health of the 
individual. A point on either of these 
axes represents a degree of wellness, 
peak wellness in a favorable environ- 
ment being the ultimate goal. 

It is pointed out that in order to 
progress toward peak wellness med- 
icine must realize that the spirit of 
man as well as physical man is 
within its realm; that people must 
be taught to know themselves in 
order to meet their daily problems; 
that retired people are a rich source 
of wisdom and maturity and this 
source must be tapped; that crea- 
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tive expression must be recognized 
as an important element in the bridge 
between the biological nature of man 
and the spirit of man. Creative ex- 
pression allows man to contribute 
of himself to the social group thus 
forming bonds with his fellow men 
of love, trust, and security. 

When high-level wellness can be 
diagnosed through objective meas- 
ures it will probably be found that 
a substantial amount of creative ex- 
pression, altruism, and love in daily 
life is essential to a high state of 
well-being. Through the develop- 
ment and application of these values 
in daily life we will achieve self 
confidence and faith in ourselves. 
This in turn will bring growth of 
self, development toward fuller ma- 
turity, and a balanced wellness of 
body, mind, and spirit. 


Peripheral Entrapment Neuropa- 
thies of the Upper Extremity 


W. A. L. Thompson and H. P. Kopell 
(Neuromuscular Study Group, New 
York University-Belleveue Medical 
Center, New York), N. Encuanp J. 
M., 260:1261-1265, June 18, 1959 


The concern with the cervical her- 
niated disk and the popular whip- 
lash injury as a source of pain in 
the upper extremity may exclude 
consideration of a more distal origin 
of such pain. Neuropathies may 
arise from more distal areas called 
entrapment points where nerves are 
subject to trauma because of some 
anatomic configuration. 

The nerves so affected are usually 
“mixed” nerves. In general, pain is 
an outstanding feature while weak- 
ness may be noted secondarily. Mus- 
cular atrophy can be noted clinically 
before subjective weakness is experi- 
enced. 

The more obvious points of entrap- 
ment of the upper extremity are (1) 
the median nerve at the wrist, (2) 
the median nerve in the forearm 
(3) the ulnar nerve at the wrist, (4) 
the ulnar nerve at the elbow, (5) 
the radial nerve in the forearm, and 
(6) the suprascapular nerve at the 
shoulder. In each case a bony canal, 
inelastic ligament, exposed nerve 
over a bony prominence, hypertro- 
phy of a muscle encroaching on a 
nerve in various movements or 
stretching the nerve over a sharp for- 
amen may be the cause of compres- 
sion of the nerve which causes the 
neuropathy. 

The neuropathies so produced 
when involving motor nerves may 
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cause poorly localized pain making 
diagnosis difficult. The entrapment 
syndromes should be considered be- 
fore a neurologic dysfunction in the 
upper extremity is ascribed to a 
more central origin. 


Scoliosis 


W. F. Greenwald (Newington Hospi- 
tal for Crippled Children, Newing- 
ton Connecticut), Am. J. Nurs., 59: 
817-819, June 1959 


Most braces for correction of scoli- 
osis are cumbersome and unmanage- 
able. The author presents the case 
for the use of the Risser localizer 
jacket as an assistive device in sur- 
gical correction of the dorsal curve in 
any type of scoliosis. 

All appliances used to correct lat- 
eral curvature apply two forces to 
the spine, i.e., traction and bending 
of the curve itself. The Risser jacket 
applies both pelvic and head traction 
and bending of the curve by means 
of a jack which applies pressure to 
the convexity of the spinal curve. 
The jack is covered with a special 
localizer pad which becomes incor- 
porated in the plaster. 

The Risser localizer jacket is ap- 
plied while the patient lies on the 
Risser localizer frame. This frame 
consists of a metal frame, a canvas 
sling, and adjustable jacks. The 
patient is encased in snug fitting 
stockinette and placed supine in the 
sling. Sheet wadding is applied and 
all bony prominences are lightly 
padded with felt. The pelvic and 
head portions of the cast are then ap- 
plied. When these are sufficiently 
hard, traction is given at both pelvis 
and head. The localizer pad is then 
placed posterolateral to the promi- 
nence in the child’s back by means 
of the jack. Now a body plaster is 
applied to join the pelvic and head 
portions. When this is sufficiently 
dry the traction and the localizer 
jack are removed. Three of these 
jackets are worn preoperatively for 
approximately 10 to 14 days each. 
The cast is removed one day before 
surgery. Spinal fusion is then per- 
formed. The postoperative cast is 
applied 7 to 10 days after surgery 
when the sutures have been re- 
moved. Because the localizer jacket 
is more effective than other plaster 
immobilization the patient is ambu- 
latory usually in the seventh or eighth 
week postoperatively. 

At the end of 6 months the cast 
is removed and X rays are taken. If 
the fusion is progressing satisfac- 
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torily a modified localizer cast (one 
without the head portion) is applied. 
The patient remains in the cast an 
additional six months. At this time 
the cast is removed permanently if 
the fusion is stable. 

Because the Risser localizer cast 
does not bend the spine the patient 
remains in a _ balanced position 
throughout the treatment. It also is 
an easy cast to apply and remove, it 
allows the patient to walk in compar- 
ative comfort, and to return home 10 
weeks postoperatively. 


Inapparent Infection: Relation 
of tent and Dormant Infec- 
tions To Microbial Persistence 


Walsh McDermott (Cornell Univer- 
sity Medical College), Pus. Heattu 
Rep. 74:485-499, June 1959. 


Many microbes which previously ap- 
peared harmlessly in man have be- 
come potential killers since the ad- 
vent of the new antimicrobial or 
“wonder” drugs. The main drug 
under discussion by this author is 
cortisone which seems to produce 
either activity in previously latent 
microbes or a change in the tissue 
environment which lowers the host 
resistance to these microbes. 

Other drugs seem to kill infection- 
causing organisms white in reality 
they merely give a temporary remis- 
sion of the disease. This may be due 
to the microbes being reduced to a 
dormant state in which they can be 
identified but are not producing dis- 
ease, or they may be reduced to a 
latent stage. This means that the 
microbes may still be present but 
cannot be detected by methods now 
available. Such can only be seen 
in retrospect usually as a relapse or 
flare-up of the disease. This latency 
may be explained as changes in the 
microbes themselves or in their 
ability to grow on our artificial cul- 
ture medias.. The principle feature 
which seems to uphold the theory of 
major changes in microbe forms has 
to do with the time sequences in- 
volved in latent infections. For ex- 
ample tuberculosis (in experimental 
animals) treated by isoniazid-pyra- 
zinamide therapy for 12 weeks 
seemed to disappear. Yet after a 
period of 90 days the bacilli were 
again seen indicating a latent period 
or form, which needed a significant 
modification before resurrection 
could occur. 

Our main challenge today lies in 
the fact that man is beginning to 
succumb to his own microbes. This 
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is borne out by the increasing num- 
ber of infectious diseases caused by 
microbes such as E. coli, A. aero- 
genes, streptococci, and _ staphylo- 
cocci which commonly inhabit our 
bodies without producing disease. 


Neurological and Radiological 
Manifestations Associated wit 
Spondylosis of the Cervical and 
Lumbar Spine 


Joseph A. Epstein and Bernard S. 
Epstein, (Department of Surgery, 
Long Island Jewish Hospital New 
Hyde Park, N. Y.), Buti. N. York 
Acap. M., 35:370-386, June 1959 


Spondylosis originates as a degen- 
erative lesion of the intervertebral 
disk and involves the adjacent ver- 
tebral margins. Injury to the spinal 
cord and nerve roots may be caused 
by excessive narrowing of the verte- 
bral canal and intervertebral fora- 
mina. The symptoms are progressive 
in nature and may be confused with 
degenerative disease of the spinal 
cord. 

Awkwardness of gait, spasticity 
and ataxia in the lower limbs are 
early signs of involvement of the 
spinal cord in the cervical region. 
Numbness, atrophy, and loss of co- 
ordination in hand movements follow. 
Pain is not a conspicuous feature of 
cervical involvement. 

In the lumbar spine, pain is an 
important sign. It involves the low 
back and may spread in a radicular 
pattern down one or both lower 
limbs. Mobility of the back is re- 
stricted weakness and atrophy of 
the lower limbs are found, and in 
advanced cases sphincter function 
can be lost. 

If the disability persists after an 
adequate trial of conservative man- 
agement, surgical decompression is 
indicated. 


A New Exercise for Dysmenor- 
rhea 


Leib J. Golub (Jefferson Medical 
College, Philadelphia), Am. J. 
Osst., 78:152-155, July 1959 


A set of exercises which requires a 
minimum of time, space, and super- 
vision was given to 141 dysmenor- 
rheic girls. 

Exercise 1. In a standing position 
with arms raised sideward at shoul- 
der height, the trunk is turned to 
the left. The knees are kept straight 
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while the girl, twisting and bending 
the trunk, touches her left foot with 
her right hand. 

Exercise 2. In standing position 
with arms at sides, feet parallel and 
a few inches apart, the girl swings 
her arms forward and upward si- 
multaneously raising the left leg 
vigorously backward. 

The exercises are repeated on the 
opposite side. The results obtained 
from these new exercises were com- 
pared with those obtained from the 
frequently advocated Billig or Mosher 
exercises. It was concluded that the 
new exercises were equally effective 
and because of their simplicity are 
more easily incorporated into a phys- 
ical education program. 


Clinical Trials in Infants of 
Orally Administered Attenuated 


Poliomyelitis Virus 


Stanley Alan Plotkin, Hilary Ko- 
prowski and Joseph Stokes, (The 
Wistar Institute of Anatomy and 
Biology and the Children’s Hospital 
of Philadelphia, Peptatrics, 23:1041- 
1062, June 1959 


Forty-six infants, ranging from less 
than 1 day to 6 months of age, were 
given more than 100 feedings of liv- 
ing attenuated poliomyelitis viruses 
without the occurrence of major or 
minor illness. The strains used were 
CHAT (Type 1), Wistar (Type 1), 
Jackson (Type 2), P-712 (Type 2), 
and Fox (Type 3). 

All strains except the Jackson 
strain were found to be antigenic 
on oral administration. Response to 
vaccination was demonstrated in 
these infants by the presence after 
vaccination of antibody levels sig- 
nificantly in excess of those attrib- 
utable to transplacentally acquired 
antibodies, and by the detection of 
fecal excretion of poliomyelitis virus. 

Infants less than 2 months old were 
more difficult to immunize than older 
infants. The evidence suggests that 
biologic immaturity rather than 
transplacental antibodies caused the 
difference. 

When the three types of polio- 
myelitis virus were fed at 3 week 
intervals, responses occurred to all 
types, as interference between types 
was observed when they were fed in 
all possible sequences. 

Three infants given a record feed- 
ing of homotypic, attenuated polio- 
myelitis virus 3 to 5 months after a 
successful ‘vaccination showed resist- 
ance to intestinal reinfection. 

It was concluded from these stud- 
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ies that vaccination against polio- 
myelitis with orally administered, liv- 
ing, attenuated viruses is entirely 
feasible in infants over 2 months of 
age, if 3 week intervals are allowed 
between feedings of the 3 types of 
virus. It is also possible to vaccinate 
successfully most infants under 2 
months of age, even on the first day 
of life. 


Landry-Guillain-Barré Syndrome 


Robert E. Merrill and Dorothy Fred- 
rickson (Departments of Pediatrics 
and Physical Therapy, Vanderbilt 
University Hospital, Nashville, Ten- 
nessee), J. Pepiat. 54:816-822 June 
1959 


The differential diagonsis between 
the Landry-Guillain-Barré syndrome 
and poliomyelitis is frequently diff- 
cult. Many patients referred to the 
Vanderbilt Poliomyelitis Respiratory 
and Rehabilitation Center with a di- 
agnosis of poliomyelitis were found 
to be examples of the former. 

This study was undertaken to accu- 
rately assay the recovery rate of the 
paralysis associated with the syn- 
drome and to determine whether the 
course of the paralysis is consistent 
enough to support the hypothesis 
that the Landry-Guillain-Barré syn- 
drome does constitute a specific dis- 
ease. The following criteria was es- 
tablished for this series to justify a 
diagnosis of Landry-Guillain-Barré 
syndrome: (1) paralysis, (2) ab- 
sence of serological and cultural 
evidence of poliomyelitis, (3) ab- 
sence of other specific disease, (4) 
increase in spinal fluid protein con- 
tent at some time during the course 
of the disease, and (5) a normal 
number of white blood cells in the 
spinal fluid. 

The records of all patients seen in 
the Vanderbilt Medical Center from 
1952 through August 1958 and sus- 
pected of having Landry-Guillain- 
Barré syndrome were reviewed. 
Thirty-seven cases met the criteria 
outlined above. Paralysis was noted 
in all patients. Lower extremity 
involvement was present in 34 pa- 
tients and 30 patients demonstrated 
paralysis in the upper extremities. 
Cranial nerves were affected in 20 
patients, of whom 12 had facial 
nerve paralysis; 9 required respira- 
tory aids. Only 16 patients of this 
group could be followed with serial 
muscle examinations. Recovery 
terns are presented and a table illus- 
trating the residual paralysis ob- 
served is included. 
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Most patients had 50 per cent of 
their final recovery by 6 months 
and that recovery was probably 
complete by 12 months. None of the 
patients had residual functional dis- 
ability. The authors believe, it is 
significant that there was no appar- 
ent correlation between the initial 
and final degree of paralysis. 


A Simple Method for Recording 
the Footprint 


Elliot L. Coles and I. J. Larsen 
(Shriners Hospital, Honolulu, Ha- 
waii), Western J. Surc., 67:183-184, 
May-June 1959 


ft is pointed out that the footprint 
reflects the altered dynamics of the 
foot so nicely that it should be used 
more frequently as an auxiliary to 
diagnosis. 

A simple method for recording the 
footprint is presented. A water solu- 
ble, block printing ink is spread on 
a square of linoleum. The patient 
stands on the prepared block and 
then sits down, holding feet in the 
air while the block is removed and a 
piece of stiff paper is substituted on 
which the patient then stands. After 
removal of the paper, the feet are 
placed in a basin of water and by the 
time the print is labeled the feet are 
clean. 


Results of Surgical Treatment of 
Extraosseus Ossifications in Par- 
aplegia 


C. T. Armstrong-Ressy, A. A. Weiss, 
and A. Ebel (Bronx Veteran's Ad- 
ministration Hospital, Bronx, New 
York), N. York State J. M., 59: 
2548-2553, July 1, 1959 


Patients with traumatic paraplegia 
sometimes develop massive para-ar- 
ticular ossifications around the hip 
joints. Surgical 


procedures are 
sometimes performed on these pa- 
tients to facilitate rehabilitation. 


Surgery is performed with these ob- 
jectives: (1) to eliminate ankylosis 
and thus enable the patient to sit up 
in bed and transfer to a wheel chair 
(2) to permit the patient to use the 
commode instead of the bedpan, and 
(3) to permit the patient to be up 
and about and to drive a car instead 
of being confined to bed or to a litter. 

In four cases of traumatic paraple- 
gia in which surgery was performed, 
one patient was able to become am- 
bulatory. In two cases the surgical 
procedure was a failure due to infec- 


Tue PuysicaL THerapy Review 


tion. One of these two procedures 
was clinically satisfactory, but new 
bone depositions continued to ham- 
per the patient. This required the 
fabrication of a special leather pros- 
thesis to enable him *o sit without 
losing balance. 

Theories as to the mechanism of 
normal bone deposition have been 
postulated. Although ossification of 
soft tissue has been theoretically ex- 
plained, no universal acceptable the- 
ory for the etiology and localization 
of extraosseus ossifications has been 
developed. 


Book Reviews ..... 


Pediatric Neurology. By Stanley 
S. Lamm, M.D., Clinical Professor 
of Pediatrics, State University of 
New York, College of Medicine, New 
York City; Neurological Consultant, 
Pediatric Department Kings County 
Hospital (State University Division), 
Brooklyn; Formerly Instructor in 
Neurology, Long Island College of 
Medicine, Brooklyn; Director, Cere- 
bral Palsy Clinic, Long Island Hos- 
pital, Brooklyn. Cloth; price $12.90 
Pp. 495; illus. Landsberger Medical 
Books, Inc. New York, 1959. 


This manual of various disorders of 
the nervous system has been prepared 
by a physician of broad clinical ex- 
perience in this field. It represents 
an attempt to include all of the 
various neurological problems as 
well as diseases with secondary neu- 
rological manifestations, in a single 
small volume with a summary of the 
current status regarding the man- 
agement of each. 

Following an extremely brief re- 
view of some factors concerning 
mental growth and development, the 
remainder of the volume consists of 
20 chapters covering various topics 
such as developmental defects, cere- 
bral palsy, infections of the central 
nervous system, intracranial tumors, 
convulsive disorders, vitamin deficien- 
cies, endocrine glands, etc. Although 
the type is clear and both the index 
and bibliography excellent, the illus- 
trations are scanty and poorly repro- 
duced. 

The strength of this book appears 
to be at the same time its chief 
weakness. The attempt to cover all 
portions of this major area by a sin- 
gle author in one small handbook 
necessitates incomplete coverage of 
many important areas and a sacrifice 
of literary style. Cerebral palsy (28 
pp.), poliomyelitis (7 pp.) and other 
enteroviruses (1 p.) give an indica- 
tion of the brevity of this text. In 
spite of the lack of detail, incom- 
plete coverage, and omission of con- 
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Abstracters for October 


For the carefully prepared ab- 
stracts in this issue, the Editorial 
Board is indebted to the following 
Association members: 


Mary Helen Brown Estill V. Latimer 
Ethel Coeling Florence Murley 
Dorothy Kemske Sue Ozburn 

Betty Lambertson Miriam Partridge 
Betty R. Landen Ruth Reed (stu.) 


For names of September's abstrac- 
ters, see page 673. 


troversial matters the m-terial pre- 
sented appears to be accurate except 
for a few minor points of little con- 
sequence. 

It seems unlikely that this manuai 
will replace the more complete stand- 
ard textbooks in either pediatrics or 
neurology. Its chief merit is that of 
a ready source of brief summaries 
concerning various neurlogical prob- 
lems, providing a carefully. selected 
bibliography for each of these topics 
for further reading. 


Radiographic Atlas of Skeletal 
Development of the Hand and 
Wrist. By William Walter Greulich, 
Professor of Anatomy, Stanford Uni- 
versity School of Medicine, and S. 
Idell Pyle, Research Associate in 
Departments of Anatomy Western 
Reserve University and Stanford 
University School of Medivine. Ed. 
2. Cloth; price $15.00. Pp. 256; 
illus. Stanford University Press, 1959. 


The authors of this text are well 
qualified to produce this work. They 
endeavor to correlate the chrono- 
logic age versus the bone age, devel- 
oping criterion of skeletal develop- 
ment for the average run of children. 
This book is an excellent reference 
and source of material for those 
people who are working with chil- 
dren in pediatrics and orthopedics, 
as well as for the research specialist. 

The format is well developed; the 
illustrations are superb with no ques- 
tion as to the technic and the avail- 
ability of detail of the skeletal hand. 
The style of writing is good and the 
statements and research are accurate. 

There has been much discussion in 
the X-ray field relative to the value 
of the skeletal maturation scale ver- 
sus other methods; however, from 
a general viewpoint most roentgen- 
ologists would use this reference text 
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in establishing a skeletal maturity 
rate. Orthopedic surgeons who do 
any amount of children’s work would 
use this as a pure reference text for 
skeletal maturation. 


Long-Term Illness: Management 
of the Chronically Ill Patient. 
Edited by Michael G. Wohl, M.D., 
former Clinical Professor of Medi- 
cine (Endocrinology), Philadelphia 
General Hospital and Temple Uni- 
versity School of Medicine; Chief of 
Nutrition Clinic, Philadelphia Gen- 
eral Hospital; Consultant Physician 
in Medicine, Albert Einstein Med- 
ical Center; Attending Physician, 
Home for the Jewish Aged, There 
are 79 contributing authorities. 
Cloth; price $1000. Pp. 748; illus. 
B. Saunders Co., Philadelphia, 
959. 


Seventy-nine authorities have con- 
tributed to a comprehensive survey 
of the management of patients with, 
what is now called, “prolonged ill- 
ness.” This is a semantic evolution 
from the term “chronic illness,” then 
“long term illness” to this even 
more hopeful one. 

The book is divided into two parts. 
Part I is concerned with General 
Principles and includes five chap- 
ters discussing general principles of 
care, rehabilitation, psychologic 
problems of the chronically ill, multi- 
phasic screening and nursing pro- 
cedures in chronic illness. The read- 
ing of this section in toto is to be 
recommended for physicians, nurses, 
nursing home operators, therapists 
and all other ancillary personnel who 
have any responsibility in the care 
of persons who have prolonged ill- 
ne 


Each of the 19 chapters in Part II 
take up the therapy of a specific 


disease. The most pertinent facts 
relating to etiology, pathology, diag- 
nosis complications and therapy, es- 
pecially drug therapy, are discussed. 
In some instances physical medicine 
and rehabilitation procedures are 
gone into in detail; in others they 
are mentioned with more generaliza- 
tion. These chapters are a ready and 
concise reference source but can also 
be used as a textbook, particularly 
for the paramedical students, includ- 
ing nurses who will be working with 
long term illnesses. The philosophy 
and concept of the multiple problems 
of individual patients, technics of 
rehabilitation, and newer concept of 
care and diagnostic screening pro- 
cedures provide invaluable material. 
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Myasthenia Gravis. By Kermit E 
Osserman, M.D., F.A.C.P., Physician- 
in-Charge Myasthenia Gravis Clinic, 
Mt. Sinai Hospital, New York; At- 
tending Physician, Mt. Sinai Hospi- 
tal, Cloth; price $1000. Pp. 286; 
illus. Grune & Stratton, Inc., New 
York, 1958. 


This monograph is based on the 
management of more than 350 pa- 
tients who were treated at the Myas- 
thenia Gravis Clinic of the Mount 
Sinai Hospital of New York. Dr. 
Osserman was the originator and 
physician-in-charge of this clinic, and 
continues in that capacity. He is also 
currently President of the Myasthe- 
nia Gravis Foundation, Inc. 

The monograph impresses one by 
its thoroughness and lucidity. The 
major subject divisions are: pathol- 
ogy, physiology clinical aspects, 
differential diagnosis, drug therapy, 
management, crisis, endocrinology, 
surgical treatment, radiotherapy, and 
psychotherapy. The literature cited 
is extensive. A good index enables 
one to locate without difficuity mi- 
nute points, major areas, and cross 
references. 

Authoritative symptomatic delinea- 
tion of myasthenia gravis was first 
achieved by Erb, in 1879, and com- 
pleted by Goldfiam, in 1893. Not 
until 1934, when eserine was first 
used clinically, was there a clear-cut 
treatment program. This is a rare 
disease, the etiology of which is still 
obscure. The latest estimate of in- 
cidence, published in 1957, indicates 
that approximately 50 persons per 
million are affected. The only other 
monograph on the subject in recent 
years was that by Goni published 
in 1946. It was based on a study of 
13 cases. 

In the discussion of prognosis, Dr. 
Osserman regards myasthenia gravis 
as a more helpful diagnosis than 
those of multiple sclerosis, amyotro- 
phic lateral sclerosis, or muscular 
dystrophy. This represents a major 
change in prognosis since the 1930's, 
chiefly because of the favorable 
effects of anticholinergic drugs. 

Presumably this book is intended 
for the general practitioner. For the 
physician the monograph would be 
invaluable because of its constructive 
sections on differential diagnosis, 
management, and crisis. Because of 
its style the physical therapist will 
find the material readable and easily 
assimilated. The use of physical ther- 
apy is favorably but briefly men- 
tioned in the section on manage- 
ment. For the physical therapist the 
value of this monograph lies in the 
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help it om him in understanding 
Nay makes this patient the way that 
e is. 


How to Relax and Have Your 
Baby. By Edmund Jacobson, M.D. 
Cloth; price $3.95. Pp, 197; photo- 
graphs. McGraw-Hill Book Co., Inc., 
New York, 1959. 


The author of this book has studied 
relaxation technics for many years. 
Now he has applied his well sub- 
stantiated theories to the field of 
obstetrics. 

In this book, he records the case 
history of a young woman who de- 
sired to learn how to relax and have 
her baby. Several chapters are used 
to describe the patient and her hus- 
band, their reactions to the training 
in relaxation, the beginning and 
;rogress of her labor, and the de- 
livery of a baby boy. 

Except for the final chapter, the 
remainder of the book is devoted to 
a description of the author’s technic 
in teaching relaxation. Each new 
lesson is treated, step by step, so the 
reader is able to follow the patient 
through the program of progressive 
relaxation. 

As the author describes it, life is 
tension which must be _ relieved 
through relaxation if we are to live 
happy, harmonious, useful lives. How 
to achieve this state of relaxation is 
simply and clearly described in this 
book. Practice is essential and must 
be scheduled daily for one or two 
periods, The choice of the time to 
practice is important also, as it 
should accomplish the additional pur- 
pose of breaking up the day’s activi- 
ties. For this reason, the practice 
should not come immediately before 
retiring or shortly after arising. 

Instructions for practice are given 
at the end of each chapter and are 
labeled as “Instructions for the 
Reader.” The book is definitely writ- 
ten for the average person who has 
the desire to learn how to relax. 
The style is simple and clear. 

The final chapter is actually a re- 
print of a professional paper pub- 
lished in the American Journa! of 
Obstetrics and Gynecology, May 1952, 
and is included primarily for physi- 
cians. In it, he discusses the various 
relaxation methods currently being 
used in labor. 

This is not a profound book, nor 
is it intended to be. The informa- 
tion which it contains could easily 
be used for any person desirous of 
relieving himself of tension. 


The Book Reviewers for October will be found on page 673. 
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Directory 


Alabama 


President, Mary Ellen Hensel, 1104 S. Hull St., Mont- 


gomery 
Secretary, Velma Beyer, 912 Nellie St., Mobile 


Alaska 
President, Helen Kennon, 5040 USAF Hospital, APO 
942, Seattle, Washington 
Secretary, Maybelle Townsley, 1020 I St., Anchorage 


Arizona 


President, June D. Walker, 1838 North 37 Place, Phoenix 
Secretary, Phyllis Melvin, 2946 E. Fiower St., Phoenix 


Arkansas 


President, Vie Tietjen, Dept. of Physical Therapy, St. 
Joseph's Hospital, Hot Springs 
Secretary, Mary K. Townsend, 501 Jefferson, Jonesboro 


California 


Northern California: 

President, Anna J. Janett, 
San Leandro 

Secretary, Ann Hodges, c/o H. T. Brown, M.D., 680 
University Ave., Palo Alto 


164 W. Broadmoor Blvd., 


Sacramento-Stockton District: 

Chairman, Paul J. Wham, Jr., 1310 - 28 St., Sacramento 

San Jose District: 

Chairman, Maurice G. Hahn, 300 Medico-Dental Bldg., 
6 & E. Santa Clara, San Jose 13 

San Diego: 

President, Rosella Rubel, 2580 C St., San Diego 

Secretary, Donna B. Hendricks, 9016 Willow Grove Ave., 
Santee 

San Joaquin Valley: 


President, Gilbert M. Gimbel, 905 W. Olive St., Porter- 
ville 


Secretary, Kathleen E. McKay, P.O. Box 684, Exeter 

Santa Barbara: 

President, Mary E. Favor, 2317 Edgewater Way, Santa 
Barbara 

Secretary, Anne Cody, 318 W. Islay St., Santa Barbara 

Southern California: 


President, Hazel V. Adkins, 8211 Samoline, Rivera 
Secretary, Frances Grover, 2301 Valley St., Los Angeles 
27 


Colorado 
President, Eleanor B. Barhaug, 7859 Applewood Lane, 


Denver 
Secretary, Betty J. Pearl, 3565 Forest St., Denver 7 
Connecticut 


President, W. Gilbert Wolf, 740 Asylun: Ave., Hartford 

Secretary, Mary Jane Madden, Talcottville Rd., R.F.D. 
#3, Vernon 

Eastern District: 

Chairman, Patricia Adams, U-101, Storrs 

Western District: 

Chairman, Pending 


Delaware 


President, John Lyons, 302 Waverly Rd., Fairfax, Wil- 
mington 3 

Secretary, Frances A. Riblett, 500 Riblett Lane, Wilming- 
ton 8 

District of Columbia 

President, Margaret L. Sexton, 3014 S. Abingdon St., 
Arlington 6, Va. 

Secretary, Charles W. Hartman, 4114 Davis Pl. N.W., 
Apt. 316, Washington 7 


Florida 

President, Andrew Orsini, 15324 Harbor Dr., Madeira 
Beach 8 

Secretary, Blanche Otto, P.O. Box 4084, Bay Pines 

Central District: 

Chairman, Mary Witengier, 1523 Arthur Ave., Orlando 

Northeast District: 

Chairman, Martin S. Garfinkel, 1713 Furman Dr., Jack- 
sonville 7 

Northwest District: 

Chairman, Pending 

Southeast District: 

Chairman, Millard Berman, 11599 N.E. 11 PIL. Biscayne 
Park, Miami 38 

West Coast District: 


Chairman, Ellen H. Smith, 2327 - 


2nd Ave. N., St. 
Petersburg 13 


Georgia 
President, Mariana Johnson, Warm Springs Foundation, 
Warm Springs 
Secretary, Helen Page Brinn, Maxwell House, Apt. 606, 


Augusta 
Hawaii 
President, Ellen Twichell, Queen's Hospital, 1301 Punch- 
bowl, Honolulu 9 


Secretary, Dorothy E. Vollmer, Tripler Army Hospital, 
APO 438, San Francisco 


Idaho 


President, Jane S. Mason, 2216 Broadway Ave., Boise 
Secretary, Evelyn M. Hallas, 486 Sophmore Blvd., Twin 
Falls 
Illinois 
President, Hildegarde Myers, 1368 N. Sedgwick St,, 
Chicago 10 
Secretary, Patricia Kammerer, 1415 N. Hudson, Apt. 5, 
Chicago 10 
Downstate District: 
Chairman, Herman D. Person, 5518 N. Hamilton Rd., 
Peoria 
Indiana 
President, Kenneth E. Brown, Ball Memorial Hospital, 
Muncie 
Secretary, Beth Bagley, 14 Helena Ct., Indianapolis 24 
Central District: 


Chairman, Kenneth E. Brown, Ball Memorial Hospital, 
Muncie 
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Northern District: 
Chairman, Harry D. Tharp, 2315 Westbrook Dr., Fort 
Wayne 


President, Joseph Szuhay, 2316 Wayne Ave., Iowa City 

Secretary, Edith D. Frazier, 1400 4th Ave., S.E., Cedar 
Rapids 

Eastern District: 


Chairman, Wayne V. Paustian, 1307 Pine, Iowa City 


Western District: 
Chairman, Norman E. Miller, 3515 - 66 St., Des Moines 


Kansas 


President, Jack M. Maddux, 1419 Glendale Dr., Topeka 

Secretary, Ruth G. Monteith, 3917 Cambridge, Kansas 
City 3 

Northeast District: 

Chairman, Betty J. Sanders, Watkins Memorial Hospi- 
tal, Univ. of Kansas, Lawrence 


Southern District: 
Chairman, Fern B. Parker, 1002 N. Ridgewood, Wichita 
14 


Kentucky 
President, Lawrence Wheeler, 137 St. James Dr., Lex- 


ington 

Secretary, Russell R. Cromwell, 2042 St. Mathilda Dr., 
Lexington 

Louisiana 

President, Mary Long, US Public Health Service Hospi- 
tal, 210 State St., New Orleans 

Secretary, Mary Bacharach, The Whol, Apt. 215, 2111 
St. Charles Ave., New Orleans 13 


Northern District: 
Chairman, Danie] E. Albritton, 2743 Grassmere St., 
Shreveport 


Southern District: 
Chairman, Josef Hoog, 215 State St., New Orleans 


Maine 
President, David Harkins, 11 Sylvan Ave., Lewiston 
Secretary, Pending 


Maryland 
President, John L. Echternach, 3045 St. Paul St., Bal- 


timore 18 
~~ aoe Ernest Burch Jr., 6135 MacBeth Dr., Baltimore 
Massachusetts 


President, Marjorie K. Ionta, 153 Evans St., N. Wey- 
mouth 91 

Secretary, Sara M. Walker, 317 Tappan St., Apt. 6, 
Brookline 46 


Western District: 
Chairman, Ruth L. Bartlett, 42 School St., Dalton 


Michigan 

President, Norman Brantigan, 2416 Midday, Jackson 

Secretary, Marjorie Stamm, P.T. Dept., St. Joseph Hos- 
pital, St. Joseph 

Eastern District: 

Chairman, Charles Dorando, 32165 Stamen Circle, Far- 
mington 

Western District: 

Chairman, Roy E. Brigman, Rt. #1, Box 781, Traverse 
City 


Minnesota 
President, James Schilling, 8710 Fremont So., Minne- 
apolis 
Secretary, Donabellee Hansen, 253 Maria Ave., St. Paul 6 
Southern Minnesota: 
President, Esther Swartz, 116 21st St., S.W., Rochester 
Secretary, Jeannette T. Moore, 209 11% St. S.E., Roches- 
ter 
Mississippi 
President, J. T. Gilbert, 5541 Grafton, Jackson 6 
Secretary, Charles H. Friedlander, Box 402, Vicksburg 


Missouri 
Eastern Missouri: 
President, Wallace S. Strittmatter, 330 Scout Pr., Belle- 
ville, 
Secretary, Erline Ferguson, 6216 Northwood, St. Louis 5 
Western Missouri: 


President, Dorothy Byler, 5933 Oak, Kansas City 13 
Secretary, Jenanne Davis, 10712 Ewing Dr.. Hickman 
Mills 34 
Montana 


Presicent, Gordon Jones, 1125 W. Porphyry, Butte 
Secretary, Joe O. Luckman, 156 18 Ave., N.W., Great 
Falls 
Nebraska 
President, Harry R. Dinnel Jr., 4362 Mason, Omaha 5 
Secretary, Janis Severson, 618 S. 32 St., Lincoln 10 
Nevada 


President, Joan Lewis, 1639 Hoyt St., Reno 
Secretary, Pleasie Moore, 730 Capitol Hill, Reno 


New Hampshire 


President, Joan D. Mohr, Gile House, Hanover 
Secretary, Sally Lovejoy, 718 Pine St., Manchester 


New Jersey 


President, Ruth Dickinson, 434 Ridgewood Rd., Maple. 
wood 

Secretary, Barbara Germain, 16 Mountain Way, Cedar 
Grove 

Southern District: 

Chairman, William H. Nutt, Apt. 6B, Arlene Village, 
Millville 

New Mexico 


President, Hilda C. Voetberg, 58 S. Federal Pl., Santa Fe 
Secretary, Marthann Brady, E. New Mexico Med. Ctr., 
Box 830, Roswell 


New York 
President, Dorothy Page, Albany Hospital, C. P. Center, 


Albany 8 
Secretary, Henrietta Huxford, 1200 Parkwood Blvd., 


Schenectady 
Central District: 
Chairman, Sarah Cali, 219 Plymouth Dr., Syracuse 
Eastern District: 
Chairman, Marvin F. Moss, 4) Parkwood Blvd., Hudson 
Greater New York District: 
Chairman, Theodore F. Childs, 558 Rutland St., West- 
bury, 
Hudson Valley District: 
Chairman, Kevin A. Cody, 5 Short Hill Road, New City 
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Southern Tier District: 

Chairman, Virginia R. Wilson, Jennings Creek Rd., 
R.D. #1, Marathon 

Western District: 


Chairman. Marian F. Kerr, 1515 Chestnut Ridge Rd., 
Orchard Park 


North Carolina 
President, Mildred L. Wood, 78 Hamilton Rd., Chapel 
Hill 
Secretary, Ann Franklin, 208A Wakefield Dr., Charlotte 


North Dakota 


President, Norman R. Wegner, Quain and Ramstad 
Clinic, Bismarck 

Secretary, Sister Mary Rita, St. Alexius Hospital, Bis- 
marck 

Ohio 

President, M. Louise Nelson, 1912 E. 97th St., Apt. 3, 
Cleveland 6 

Secretarv, Mary Lou Fritz, 
Apt. F-8, Cleveland 12 


Central District: 
Chairman, Leland T. Rayer, 335 Vine St., Chillicothe 


Northeast District: 


Chairman, Ruth Mitchell, 11710 Hazeldell Rd., Cleve- 
land 8 


1875 Forest Hills Blvd., 


Northwest District: 

Chairman, Howard Sadowsky, 2020 Starr Ave., Toledo 5 
Southwest District: 

Chairman, Joseph Strunk, 5515 Kirby Ave., Cincinnati 39 
West Central District: 


Chairman, Yvonne V. Schofield, Cottage #1, V.A.C., 4100 
W. Third St., Dayton 


Oklahoma 


President, Dorothy Fugitt, 4900 S. Lewis, Tulsa 
Secretary, John Davis, 507 Crutchmer, Okmulgee 


Oregon 
President, Wilbur R. Gregory, 14928 S.E. Kronberg St., 
Milwaukie 22 
Secretary, Mercedes Weiss, 2134 S.W. 57 Ave., Portland 
15 


Northern District: 

Chairman, Wilbur R. Gregory, 14928 S.E. Kronberg St., 
Milwaukie 22 

Southern District: 

Chairman, Dazey Hornbeck, 470 S. Warren, #2, Mon- 
mouth 


Pennsylvania 


President, Wayne Kirker, 1292 Lowther Rd., Camp Hill 

Secretary, Elizabeth Davidson, 1107 N. Front St., Har- 
risburg 

Central District: 

Chairman, John A. Sippel Jr., 407 S. West End Ave., 
Lancaster 

Eastern District: 


Chairman, Rheta A. Weidenbacker, 5126 Locust 5St., 
Philadelphia 39 


Western District: 


Chairman, Frederick Monaco, 345 Grove Dr., 
Kensington 


New 


Puerto Rico 


President, Yolanda Diaz-Busé, Camaleglo Apts. 202A, 
Hato Rey 
Secretary, Ileana Vazquez, 171 O'Neill St., Hato Rey 


Rhode Island 


President, Hazel E. Grime, 157 Waterman St., Providence 
Secretary, Anna Zammarelli, 4 Mowry St., Providence 


South Carolina 


President, Lydia Holley, P.O. Box 635, Aiken 
Secretary, Rachel H. Faile, Rt. 1, Box 29, Lugoff 


South Dakota 


President, George Herrick, 1331 Third St., Sturgis 

Secretary, Sr. M. Alacoque Geppert, St. Luke’s Hospital, 
Aberdeen 

Tennessee 

President, Leo W. Betzelberger, 4504 Kimball Rd., Mem- 
phis 

Secretary, Aline Bletcher, 1433 La Paloma Circle, Apt. 1, 
Memphis 14 


Eastern District: 


Chairman, Sarah Hill, P.T. Dept., Erlanger Hospital, 261 
Wiehl St., Chattanooga 3 


Viddle District: 
Chairman, Jo Ann Ray, 3308-A Orleans Dr., Nashville 
12 


Western District: 
Chairman, Leo W. Betzelberger, 4504 Kimball Rd., Mem- 
phis 
Texas 
President, Doris Porter, 2622 Tolosa Dr., Dallas 
Secretary, Atha Lea Scott, 620 S. Crockett, Sherman 
Central District: 
Chairman, Jane Watson, 7850 Broadway, San Antonio 
Coastal Bend District: 
Chairman, Etta N. Pearsley, 1210 Oberste St., Corpus 
Christi 
Heart of Texas District: 
Chairman, Elsie Sherman, 1207 So. 53rd St., Temple 
Northern District: 
Chairman, Yvette Nelson, 1909 6 Ave., Fort Worth 
Southeast District: 
Chairman, Geraldine Midgley, 
Houston 
West Texas District: 
Chairman, Nancy L. Talley, 2821 56th St., Lubbock 


1333 Moursund Ave., 


Utah 


President, Rodney T. Coster, 3479 So. 3125 E., Salt Lake 
City 16 

Secretary, Barbara Kimball, 1631 E. 3115 So., Salt Lake 
City 6 

Vermont 

President, Gwendoline R. Holton, 6 E. Washington St., 
Rutland 

Secretary, Joanne Morse, P.O. Box 678, Springfield 
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Virginia 


President, Fred R. Murko, Woodrow Wilson Rehab. Ctr., 
Fisherviile 
Secretary, Elizabeth Mallory, 2230 Hanover Ave., Rich- 
mond 20 
Washington 


President, Karen Rynning, 507 Medical Arts Bldg., 
Tacoma 2 


Secretary, Ruth Larson, 1321 Queen Anne Ave., Seattle 


Eastern District: 


Chairman, C. Richard Hix, 418 Medical Ctr. Bldg., 
Spokane 4 


Tue PuysicaL THerapy Review 


West Virginia 


President, John Nebera, 327 Ninth St., Parkersburg 

Secretary, Nancy Sehmann, Diy. of Crippled Children’s 
Service, State Dept. of Public Assistance, Charles- 
ton 5 


Wisconsin 
President, Margaret M. Prior, 6427 - 22 Ave., Kenosha 
Secretary, D. LaVonne Jaeger, 6427 - 22 Ave., Kenosha 
Wyoming 


President, Walter W. Thompson, 802 S. 24 St., Laramie 
Secretary, Mabel F. Frank, 1305 S. Wilson St., Casper 


Mouth-to-Mouth Breathing 


(continued from page 681) 


Rescuers who do not wish to come in contact 
with the victim may hold a cloth over the latter’s 
mouth or nose, and breath through that. The 
cloth does not greatly affect the change of air. 

The Red Cross still considers manual methods 
of artificial respiration acceptable for rescuers 
who cannot or will not use the mouth-to-mouth or 
mouth-to-nose technic, Mr. Cantwell said. The 
two methods it recommends are the Nielsen back 
pressure-arm lift method and the Silvester chest 
pressure-arm lift method. 

Mouth-to-mouth resuscitation for infants and 
small children was adopted by the Red Cross two 
years ago. But the method is referred to in the 
Bible, to Elisha’s exploit of reviving the Shunam- 
mite woman’s child. It is in verses 34-35, Chap- 
ter IV of Second Kings: 

“And he went up, and lay upon the child, 
and put his mouth upon his mouth, and his eyes 
upon his eyes, and his hands upon his hands: and 
he stretched himself upon the child; and the flesh 
of the child waxed warm. 

“Then he returned, and walked in the house 
to and fro; and went up, and stretched himself 
upon him: and the child sneezed seven times, and 
the child opened his eyes.” 

The Red Cross began teaching artificial res- 
piration in its first aid classes in 1910 and in 
water safety courses in 1914, Mr. Cantwell re- 
called. “In nearly a half-century uncounted hun- 
dreds of lives have been saved by the resuscita- 
tion technics accepted by the Red Cross. To 
estimate the number more closely would be 
impossible because many cases of lifesaving occur 
without being reported to us.” 
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Funnyfoot 
(continued from page 692) 


New York City. There is no doubt that, among 
the residents of its animal quarters, Funnyfoot 
and his kin will occupy the place of highest 
honor. 

Important data has already been gathered from 
the study of this sick little mouse. Even more 
significant findings can be expected in the future. 
And, when this scientific drama reaches its tri- 
umphant conclusion, when the problem of mus- 
cular dystrophy is solved, a charming and per- 
sistent young woman, Ann Michelson, will be 
counted among its chief protagonists. 
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What's New...... 


110. Plastic Bottle and Spout 


A unit comprising a disposable 4% oz. plastic 
bottle and spout can be filled at the hospital with 
any liquid. Intended as a disposable enema unit. 
it could serve as an alcohol or mineral oil con- 
tainer for use in the physical therapy department. 
Busse Plastics. 


111. Skeleton Model 


\ human skeleton model 
of articulated, unbreak- 
able, pliant plastic. is 4 
actual life size (12” high). 
It is suspended on a sturdy 
hanger with an 8 oz. non- 
tip base and is easily re- 
moved from the display 
container for close inspec- 
tion. Prominent bones are 
identified in the diagram 
on the reverse side. Ortho- 
pedic Equipment Co. 


For more information on items write to 
The Physical Therapy Review, 1790 Broad- 
way, New York 19, N. Y. 


New items which may be of interest to physical 
therapists will be mentioned in these pages each 
month. The accompanying explanations are made 
by the manufacturers and have not been investi- 
gated by the Physical Therapy Review. 


112. Dura-Foam for Splints 


Dura-Foam is a new material for use in construct- 
ing splints for the prevention or correction of 
deformity, or for support of a part in cases of 
paralysis. When formed into the desired shape, 
only 15 minutes is required for “setting”: and if 
heated, the splint can be remodelled as desired. 
Washable, waterproof, and bouyant: splints made 
of Dura Foam are inexpensive, comfortable, and 
attractively colored. The material is non-toxic 
and is transparent to X rays. Dura-Design Plas- 
tics Limited. 
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Positions Available 


STAFF physical therapist: Salary open, 40-hour week, 
two weeks’ vacation with pay, holidays, sick leave, Blue 
social security, industrial insurance. Private 
Practice Board Physiatrist; fully equipped modern off- 
ces; regular salary increments at six months and one 
vear and thereafter on merit. For further details write 
William J. LaJoie, M.D., 2021 North Central Avenue, 


Phoenix, Arizona. 


(Cross, 


A CHIEF R.P.T. AND A STAFF R.P.T. (both female) 
for full time work in offices of five orthopedic surgeons. 
Well established department, 40-hour week, good sal- 
aries, terms and working conditions. E. G. Derrick, 
Mer.. The Orthopedic Clinic, 2620 No. 3rd St., Phoenix, 
Arizona. 


PHYSICAL THERAPIST: Female to take charge ot 
well equipped dept. in geriatric center in excellent lake 
shore and college community. Current population of 185 
to be gradually expanded to 400. Salary is open de- 
pending on exper. Housing and meals available. Good 
personnel policies. Apply to Personnel Director, Pres- 
byterian Home-Hosp., 3200 Grant Street, Evanston, 
Illinois. 


WANTED: Physical therapist for staff position in out- 
patient rehabilitation clinic. Liberal benefits, air con- 
ditioned clinic, modern equipment and under direction 
of a physiatrist. Recent graduate acceptable. Write to 
Ward A. Merrell, Administrator, Rehabilitation Services, 
Inc., 204 Court Street, Binghamton, New York. 


PHYSICAL THERAPIST experienced to supervise ex- 
panding department in 300-bed general hospital; alse 
staff physical therapist, experience unnecessary; excel- 
lent personnel policies. Apply Personnel Director, the 
Memorial Hospital, Worcester, Massachusetts. 


WANTED: PHYSICAL THERAPIST—FEMALE: For 
350-bed fully accredited community hospital. Both hos- 
pital and outpatient cases. Located on Long Island 
Sound, one hour from New York City. Liberal fringe 
benefits, including pension plan. Excellent meals at 
low cost. Salary from $3744 to $4680 per annum. Apply 
Personnel Director, the Norwalk Hospital, Norwalk, 
Con -ecticut. 


Physical Therapist: For children’s convalescent and 
rehabilitation hospital. Convenient living quarters avail- 
able for a single female therapist. University city with 
many cultural opportunities; $4800 starting salary. Write 
Miss Martha B. Garrison, R.P.T., 2400 White Avenue, 
Nashville, Tenn. 


QUALIFIED PHYSICAL THERAPIST for staff posi- 
tion in a 410-bed hospital. Completely remodeled and 
well equipped department, wide variety of cases divided 
equally between hospital and outpatient. Forty hour 
week, paid vacation, sick leave and holidays; salary 
open, depending upon qualifications and experience. 
Excellent opportunity in a growing community located 
in the Valley of the Sun, winter capitol of the South- 
west. Apply Personnel Director, Good Samaritan Hos- 
pital, Phoenix, Arizona. 


STAFF PHYSICAL THERAPIST: State Crippled Chil- 
dren’s Program, P. T. Clinics held in various health 
departments. Merit System status, retirement benefits, 
liberal vacation and sick leave. Salary range $4512-5640. 
Travel expenses paid. Responsible, challenging and se- 
cure position. Write: Director of Personnel, State 
Health Department, Richmond, Virginia. 


REGISTERED PHYSICAL THERAPISTS needed; 600. 
bed hospital serving as chief teaching facility for the 
Medical College of Alabama and the University of 
Alabama School of Dentistry. Excellent opportunities 
for advancement. Two weeks paid vacation, two weeks 
sick leave, five holidays per year. Write: Personnel 
Director, University Hospital and Hillman Clinic, The 
University of Alabama Medical Center, Birmingham 3, 
Alabama. 


ORTHOPEDIC CLINIC with three surgeons needs a 
qualified physical therapist to work in two therapist de- 
partment. Salary dependent upon experience. Please 
write Miss Patricia A. Brooks, Physical Therapist, 
Knight, Ware and Sutherland Clinic, 2618 Welborn 
Street, Dallas, Texas. 


PHYSICAL THERAPIST I. Immediate opening in 
large general hospital; salary range $413-499 per month; 
good personnel policies; 11 holidays; vacation and sick 
leave. Must be registered or eligible. Apply personnel 
Director, 732 East Main St., Stockton 2, Calif. 


(continued on next page) 


Classified WANT-ADS 


New Rates 


$3.00 for the first line 
1.00 each additional line 


Typewrite your advertisement carefully and count 
50 characters and spaces per line 


ALL WANT-ADS MUST BE PAID FOR IN AD- 
VANCE. Make checks or money orders payable to 
the American Physical Therapy Association. 


Closing date for copy and cancellation is two 
months preceding publication date. 


Institutions or physical therapists who do not 
wish their identity known may arrange for Blind 
Ad Code No. All such want-ads must include the 
following which will be counted as 2 lines: 


Address replies to care of 
The Physical Therapy Review, 1790 Broad- 
way, New York 19, N. Y¥ 


IMPORTANT 


It is understood and agreed that the publisher 
shall have the right to reject or change the word- 
ing of any advertisement which in the opinion of 
the Editorial Board shall not be in agreement with 
the ethical standing of this publication. 
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Positions Available 


SUPERVISOR 


Registered Physical Therapist with good educational & 
work background. Interesting position with large pro- 
gressive metropolitan hospital. Excellent working con- 
ditions and benefits. Salary commensurate with ability. 
Good advancement. Write Mr. Joseph H. Kay, Person. 
nel Director, Montefiore Hospital, Bronx 67, N. Y. 


GRADUATES OF APPROVED SCHOOLS FOR PHYS. 
ICAL THERAPISTS, new legislation provides that under 
certain conditions, you may now practice in California 
pending your registration in this State. Positions open 
in State Hospitals, the Veterans Home and special 
schools for handicapped children. Starting salaries 
$436.00 and up; liberal employee benefits; promotional 
opportunities. Streamlined examinations twice a month 
in San Francisco and Los Angeles, and on request in 
other states near candidates residence. Write State Per- 
sonnel Board, 801 Capitol Avenue, P. T. 71, Sacramento, 
California. 


PHYSICAL THERAPIST: Experienced. Wanted for 
active, well equipped department in a 154-bed hospital 
with expansion program under way. Pleasant surround- 
ings in north suburb of Chicago. Modern housing. 
Recreational facilities and cultural activities available. 
Good salary, 40-hour week, varied cases treated. Contact 
Personnel Director, Highland Park Hospital, Highland 
Park, Illinois. 


PHYSICAL THERAPIST: Immediate placement in staff 
position. Large, university afhliated general hospital 
offering interesting variety of experience in treatment of 
inpatients and outpatients; 40 hour, 5-day week. At- 
tractive beginning salary. Liberal personnel benefits. 
Apply to: Personnel Officer, Cincinnati General Hospital, 
3231 Burnet Avenue, Cincinnati 29, Ohio 


IMMEDIATE OPENING: Qualified Staff Therapist for 
outpatient comprehensive rehabilitation unit in Uni- 
versity setting. Multiple disabilities and all age groups 
accepted. Minimal salary $4800.00 depending upon ex- 
perience. Female therapist preferred. Apply Executive- 
Director, Medical Center Rehabilitation Unit, Box 86 
University Station, Grand Forks, North Dakota. 


QUALIFIED PHYSICAL THERAPIST for immediate 
placement in well equipped outpatient cerebral palsy 
treatment center. Liberal personnel policy. Salary com- 
mensurate with experience. Contact United Cerebral 
Palsy of Polk County, 1243 Lakeland Hills Blvd., Lake- 
land, Florida. 


PHYSICAL THERAPIST: New York Polyclinic Medical 
School and Hospital expanding physical medicine and 
rehabilitation dept. General rehab. problems. Good sal- 
ary with increments, sick leave, paid vacations. Apply 
Personnel office, 345 W. 50 St.,. NY 19, NY. CO 5-8021. 


WANTED: Qualified physical therapist for expanding 
outpatient Rehabilitation Center, treating both adults 
and children. Forty-hour, five-day week. Contact Clin- 
ton Owens, Rehabilitation Center, 316 Longwood Brive, 
S.W., Huntsville, Alabama. 


STAFF PHYSICAL THERAPISTS: needed for Iowa 
Methodist Hospital’s newly opened 120-bed Younker Me- 
morial Rehabilitation Center. Excellent chance for ad- 
vancement. Competent supervision, professional staff and 
assistants. Both in- and outpatient work Salary range 
$365-$420; 40-hour week, vacations, sick leave, holidays, 
insurance, other benefits. Inquire Personnel Department, 
lowa Methodist Hospital, Des Moines, Iowa. 


PHYSICAL THERAPIST: In Hospital-School for re- 
habilitation of children with orthopedic handicaps. 
Complete interesting program. Good salary, merit in- 
creases. Annual paid vacation, sick leave, excellent 
retirement plan. Write to Director of Physical Therapy, 
Illinois Children’s Hospital-School, 2551 N. Clark Street. 
Chicago 14, Illinois. 


PHYSICAL THERAPIST for outpatient Rehabilitation 
Center directed by physiatrist. Wide variety of treatment 
program. Coordinated physical, occupational, speech- 
hearing, psychological, vocational and social services. 
Excellent personnel policies and working conditions. 
Contact R. A. Silvanik, Administrator, The Rehabilita- 
tion Center of Summit County, Inc., 326 Locust Street 
Akron 2, Ohio. 


IMMEDIATE STAFF OPENING for PERSONABLE 
physical therapist: 129-bed general hospital, attractive 
salary, liberal personnel policies, 5-day week, housing. 
Winter sports, summer theater area. Apply Mrs. Katz, 
No. Adams Hospital, No. Adams, Mass. 


STAFF PHYSICAL THERAPIST for Cerebral Palsy 
School-Clinic, of Atlanta, Inc. Day School program, 
clinic and outpatient services for 100 children ranging 
in age from 18 months to 18 years. Five-day work week, 
public school holidays, two weeks’ summer vacation, sick 
leave, salary open. Send qualifications and work sum- 
mary to: Mrs. Harold M. Seymour, Administrator, the 
Cerebral Palsy School-Clinic of Atlanta, 1815 Ponce de 
Leon Avenue, N.E., Atlanta 7, Georgia. 


Physical Therapist for a VISITING NURSE ASSOCIA- 
TION carrying on comprehensive services to the sick 
in their homes on a visit basis. Stimulating community 
program expanding its services to the chronically ill. 
Retirement plan, Social Security, forty-hour week, one 
month’s vacation. Beginning salary based on experience ; 
annual salary increments. Apply Executive Director, 
Visiting Nurse Association of Allegheny County, 200 
Ross Street, Pittsburgh 19, Pa. 


IMMEDIATE OPENING for female staff physical thera- 
pist for children’s hospital; 40-hour week, sick leave, 3 
wks. vacation, salary commensurate with experience. 
Write Miss Nellie Koster, R.N., Director, Mary Free Bed 
Guild Children’s Hospital and Orthopedic Center, 920 


Cherry St., Grand Rapids 6, Michigan. 
STAFF OPENING at Brevard Crippled Children’s 
Clinic, Melbourne, Florida. This is a rapidly expanding 


area which presents many opportunities; wide variety of 
cases (both children and adults). Good starting salary 
and increments. Write John Cusson, P.O. Box 1314, 
Melbourne, Florida. 
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THE BURDICK UT-400 


ULTRASONIC UNIT | 
| | | 


| | ulsed| ultrasound 
| | | 


To treat conditions where both heating and mechanical effects are 
desired, the Burdick UT-400 provides continuous ultrasonic energy. 
Where a greater proportion of mechanical effect to thermal is indi- 
cated, a flick of the switch supplies pulsed energy. This versatile unit 
is especially recommended for treating acute or chronic conditions 
of osteoarthritis, capsulitis, myositis, bursitis, fibrositis and periarth- 
ritis. An impressive number of case reports attest to the real value 
of this relatively new therapeutic agent. Ask for a demonstration of 
the Burdick UT-400 soon. 


THE BURDICK CORPORATION 


MILTON, WISCONSIN 
Branch Offices: New York * Chicago * Atlanta * Los Angeles 

Dealers in all principal cities i A new booklet of 
abstracts — ‘‘Ultra- 
sonic Therapy — A 
Symposium’’ — is available with- 
out charge. Please address your 
request to the Burdick Corpora- 

tion, Milton, Wisconsin. 
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useful for your less involved patients. 


GREATER STABILITY 


Ambul-Aid has a broader base than any other walker— 
wide enough so a wheelchair can go inside. Attractive 
and solid appearance builds patient confidence. Patients 
are not afraid to walk, even the first time. 


POSITIVE SUPPORT 


Unique Axillary Crutch Attachments—not found in any 
other walker—provide three exclusive advantages: (1) 
Finger-Tip-Control Lever locking device allows easy ad- 
justment to any angle, any height in a matter of seconds. 
(2) The Crutch attachments are firmly locked in any 
desired position and give positive support. (3) Under- 
arm supports are much larger than the “T’’ shaped pieces 
found in standard walkers; they are shaped to assist in 
correct body alignment and to prevent patient's falling 
forward. A hip strap placed in back of patient is designed 
to prevent falling backwards. 


SAFETY 


The four large ball-bearing casters have step-on brakes, 
which provide important advantages. By applying the 
brakes on two casters, the movement of the walker is 
slowed down. By applying all four brakes the walker can 
be positively locked in place—an important safety feature 
in many cases, such as if the therapist should have to leave 
a patient unattended. 


AMBUL— AID’ 


A stable, dependable walker for the many difficult cases 
where conventional walkers fail to provide proper sup- 
Its exclusive patented design makes Ambul-Aid 


THE ONE WALKER FOR ALL YOUR PATIENTS 


STABILITY, POSITIVE SUPPORT, SAFETY & 
VERSATILITY are the main features of AMBUL- 
AlD—features you've always wanted in a walker. It 
overcomes many of the limitations of other walking 
aids—and brings you a single, dependable all-pur- 
pose walker for the severely disabled which is equally 


ORDER BY CATALOG NUMBERS: 


VERSATILITY 


PARALLEL LOCKS for Casters, another unique feature, 
prevent lateral motion. On Ambul-Aid each swivel caster 
has a paraliel lock, which can be set to prevent the caster 
swiveling. Locking either the two front or two rear 
wheels gives the patient better control of the direction 
of the walker. 


TELESCOPIC LEGS allow height adjustment to accom- 
modate patients from 4’6” to 6'6” in height. Child-size 
Ambul-Aids are also available for children from about 
3/3” to tall. 


The height adjustment may also be used to give a lateral 
tilt, simply by lengthening the two legs on one side. In 
using the walker with hemiplegics, this elevation assists 
the patient in bringing the affected leg through the sagittal 
plane, rather than using the “circumduction” gait. 


ABDUCTOR STRAP. Consists of a cuff, elastic cord and 
a ring with nylon rollers. Prevents the “scissor gait’ and 
forces the patient to place weight on the extremity. 


PC 2340—Ambul-Aid—Adult Size—Overall dimensions 29” wide by 42” long, for patients from 
4’6”" to 66” tall. Complete with handle grips, crutch pads, hip strap, ankle straps, abductor rod 


attachments 


PC 2340C—Ambul-Aid—Child Size—For children from 3’3” to 5’0” tall. Complete 
PC 2341—Ambul-Aid—Adult Size—Same as 2340 less ankle straps and abductor rods 
PC 2341C —Ambui-Aid—Child Size—Same as 2340C less ankle straps and abductor rods 


EXCLUSIVE DISTRIBUTORS IN U.S.A. AND FOREIGN COUNTRIES 


J. A. PRESTON CORPORATION 


$189.50 
$183.50 
$179.50 
$173.50 


175 Fifth Avenue 
New York 10, N.Y. 
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